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The last decade has witnessed a revival of interest in the problem 
of the origin of the nevus cell in the pigmented nevus. This problem 
has always had an attraction, on account of the not infrequent instances 
of malignant degeneration of such nevi. There is a vast amount of litera- 
ture on the subject. As is often the case in medicine, recent technical 
advances have rendered much of it obsolete. The great majority of 
the studies on the histogenesis of the nevus cell have been made on 
static material. Adequate studies of the earliest stages of rapidly evolv- 
ing pigmented moles are rare. I had the opportunity to observe arid 
study the sudden appearance, rapid evolution and maturation of an 
extensive eruption of pigmented nevi in a boy of 12 years. With the 
histologic material obtained from that source it was possible to evaluate 
the more recent theories of the origin of the nevus cell. 

Almost every type of tissue in the skin has been assumed at one time 
or another to be the source of the nevus cell.‘ Each theory has had its 
passionate defenders and its bitter enemies. Von Recklinghausen main- 
tained that the nevus cell took origin from lymphatic endothelium. Rib- 
bert considered the chromatophores the parent cells and hence the origin 
mesodermal. Israel and Lubarsch favored the undifferentiated con- 
nective tissue cell as the source. Recently Stockenius ? advocated the 
perivascular connective tissue as the source. Unna’s* theory of epider- 
mal origin was sensational but was concurred in by Darier, Krompecher, 
Kromayer and others. Bloch* apparently vindicated this position by 
his studies with dopa. 
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It remained for Masson * to revive the forgotten thesis of Soldan ® 
of the nervous origin of nevi and to buttress it with evidence obtained 
by new methods of fixation and staining. 

That such great pathologists have held such varied opinions is some 
indication of the difficulties inherent in the problem. 

Unna* maintained that the nevus cell took origin from the basal 
cells by a process of gradual differentiation, or Absonderung, and that 
these differentiated cells migrated into the corium by a process of “drop- 
ping down,” or Abtropfung. If his theory is correct, the present case 
should furnish an excellent opportunity to establish it. 

Bloch’s * contribution was epochal and apparently settled the question. 
His dopa (dioxyphenylalanine) is a chemical indicator derived from 
Vicia faba, which when combined with the appropriate oxidase, forms 
a melanin-like pigment. Applied to tissue it demonstrates the presence 
of such oxidase. Dopa-oxidase in a cell may be rationally assumed to 
unite with propigment to form pigment. In Peck’s’ researches with 
thorium X he showed that in irradiated epidermis dopa-oxidase precedes 
by several days the appearance of melanin. Dopa-oxidase appears only 
in the basal cells and especially in those of a peculiarly branched type 
known as dendritic cells. Peck expressed the belief that any basal cell 
niay produce dopa-oxidase, but Becker ® stated the opinion that this 
function is peculiar to the dendritic cell. 

Bloch * and his pupils have shown conclusively that nevus cells are 
dopa-positive, i.e., they produce dopa-oxidase. Since connective tissue 
cells, lymphatic endothelium, perivascular connective tissue and chroma- 
tophores are all dopa-negative, this demonstration would seem to render 
unassailable Unna’s theory of epidermal origin. As the basal cells are 
the only type capable of producing dopa-oxidase (with the rare excep- 
tion of those of the blue nevus), the transformation of basal cells into 
nevus cells should be easy to observe in a rapidly growing early nevus. 

Masson,*® using Bouin’s fixative (trinitrophenol, formaldehyde and 
acetic acid), developed a new type of trichrome staining, with iron- 
hematoxylin, acid fuchsin-ponceau de xylidine and aniline blue. With 
this he studied a “neuroid” nevus of the scalp. He demonstrated that 
the deeper portion of the nevus is made up of connective tissue tubules 
enclosing a syncytium with nuclei at intervals. These tubules interlace 
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and branch in a bizarre fashion but in places are arranged in accordion- 
like folds resembling closely the structure of Meissner’s corpuscle (fig. 
6). He expressed the belief that this syncytium is a continuation of the 
Schwann sheath of the deeper myelinated nerve trunks of the corium. 
He was able to demonstrate nerve axons in the tubes and, hence, called 
the tubes “neuroid tubes.” 

He found that the nevus cells of the upper part of the corium are 
arranged on these tubes like flowers on a much branched stem and that 
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Fig. 1—Meissner corpuscle in a papilla from a normal finger-tip cut on the 

bias. Silver impregnation shows (a) the dermo-epidermal junction of rete peg; 

(b) the stratum granulosum; (c) a nerve fiber with fibrillary expansions; (d) 

supporting cells. Masson found areas in his neuronevus which were similar in 
structure to a Meissner corpuscle; x 1,000. 





the syncytium of the neuroid tubes is continuous with the cytoplasm 
of the nevus cells. He also found transformation forms of these cells. 
He expressed the belief that in the upper part of the corium the nevus 
cells had originated from the cellules claires of the lower layers of the 
epidermis. He concluded that the cellules claires must also be of nervous 
origin, i.e., derived from Schwann cells which had migrated into the 
epidermis in fetal life. These cellules claires require special discussion. 
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CELLULES CLAIRES 

In normal epidermis fixed in Bouin’s solution and stained with Mas- 
son’s trichrome stain there appear at irregular intervals along the 
junction of the epidermis and the cutis cells which are different from 
their neighbors. The nuclei are irregularly lobulated and often kidney 
shaped and the chromatin is denser than that of the neighboring basal 
cells, especially at the periphery. There are one or two nucleoli. The 
long axis of the nucleus is often parallel to the junction of the epidermis 
and the cutis. The cytoplasm stains faintly lilac, and there are armlike 
projections into the neighboring intercellular spaces and at times into 
the corium. The striking thing about these cells is that they seem to 
be suspended in a clear space. This clear space is extremely well defined 
and spherical and seems to be made up by the compression and displace- 
ment of the Wurzelfiisschen of the basal cells on its roof and sides and 
the collagen fibers on the floor. One gets the distinct impression that 
this space has been filled with some substance which has been removed 


Tentative Outline of Masson's Theory 
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in the process of fixation or by marked shrinkage of its original content. 
A spherical object pressed upward from below would displace and com- 
press the Fiisschen in exactly the manner seen. In some instances the 
clear space is embedded deeply in the basal layers and in others slightly. 
If the observation of Masson, that nevus cells are apparently derived 
from cellules claires, is accepted, investigation must be pushed another 
step and inquiry made into the relation of the cellules claires to certain 
other unusual cell forms which have been described as present in the 
epidermis, namely, the tactile cells of Merkel and Ranvier and the den- 
dritic cells. 
TACTILE CELLS OF MERKEL AND RANVIER 

Tactile cells in mammalian epidermis were first described by Merkel,’ 
who observed them in specimens impregnated with silver. Botezat *° 
stated that they are epithelial cells which are larger and more ellipsoid 
than their neighbors and have a bright protoplasm and a large nucleus. 
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The description of Pinkus*™ is based on the work of Boeke and 
Botezat on mammals lower than man and cannot be applied exactly to 
human material. 

It is characteristic of the confusion in this field that Pinkus gave 
the impression that tactile cells may be found anywhere in the epidermis, 
while Boeke ** definitely stated that they are found in the skin of the 
finger-tips, the outer root sheaths of the hairs and the mucous membrane 
of the hard palate. The greater part of the work has been done on lower 
mammals. However, an excellent series of studies has emanated from 
the Cajal school at the University of Madrid. 

Martinez Pérez,’* using a modification of Cajal’s method of silver 
impregnation, studied sections cut parallel to the surface of the skin of 
the palmar surface of the hand. In this area and particularly in the tips 
of the fingers he described a complex arborization of nerve fibers at 
the dermo-epidermal junction in the spaces between the excretory sweat 
ducts. A large fiber with alternate expansions and contractions termi- 
nated in a larger expansion from which arose several fine fibers. These 
fibers pursued a complex course, crossing and recrossing one another 
while they continued to branch. Along each fiber there were several 
fusiform or racquette-shaped expansions made up of numerous fine 
fibrillae in fibrillary or reticular arrangement. The nerve fiber entered 
one pole of the expansion and made its exit at the opposite pole, to 
continue its course until finally it ended in a terminal fibrillary expansion. 
In sections cut vertical to the cutaneous surface each expansion was seen 
to surround the lower pole of a cell in the basal layer or the layer imme- 
diately above it, a cell more clear and more voluminous than its neigh- 
bors, thus forming the terminal meniscus and the whole constituting the 
tactile cell of Merkel and Ranvier. 

Using the same method of silver impregnation on skin from the tips 
of the fingers of normal subjects, I have been able to visualize the ter- 
minal arborization at the dermo-epidermal junction of the rete pegs, the 
fine branching fibers with the nbrillary expansions along their course 
and terminal expansions. Figure 2 shows a terminal meniscus made up 
of fine fibrillae and enclosing the pole of a tactile cell. 

Using a hematoxylin stain for the nucleus, I attempted in these sec- 
tions to identify the tactile cells of Merkel and Ranvier with cellules 
claires but was unable to do so, probably owing to the type of fixation 


used. 
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In one case the silver impregnation permitted visualization of the 
dendritic cells in the basal layer, but the pigment obscured the tactile 
meniscus and made identification of Merkel cells and dendritic cells 
impossible. 

Cellules claires must be (a@) identical with, (b) of the same embryo- 
logic origin as or (c) of an entirely different nature from the tactile 
cells of Merkel and Ranvier. 














Fig. 2—Tactile cells of Merkel and Ranvier in a rete peg from a normal finger- 
tip. Silver impregnation shows (a) terminal arborization of a nerve fiber at the 
dermo-epidermal junction; (b) a fine nerve fiber traveling between the rete cells, 
and (c) a terminal meniscus made up of fine fibrillae, enclosing the pole of a 
tactile cell; x 1,500. 


Let me consider first the assumption that the cellule claire is identical 
with the tactile cell of Merkel and Ranvier. In favor of this assumption 
is the fact that both varieties of cells are more numerous on the palmar 
and plantar surfaces. Another argument for their identity is the classic 
description of the Merkel-Ranvier cell, made by Merkel and recently 
verified by Martinez Pérez according to which this cell is larger and 
lighter colored than the surrounding malpighian cells and has a more 





EBERT—PIGMENTED NEVI 7 


reticular nucleus. Against this assumption are the following facts: 
First, the tactile cells of Merkel and Ranvier are found not only in the 
basal layer of the epidermis but in the layers just above it, while the 
cellule claire is limited to the basal layer. Second, according to the classic 
descriptions, the tactile cells retain the intercellular bridges connecting 
them with the neighboring cells. It is known that the cellules claires 
have no such connections. Third, according to Szymanowicz,"* in the 
sixth month of human fetal life neuraxons penetrate the basal layer 
of the epidermis between the cells and form the characteristic net-shaped 
terminals. These terminals are in contact with cells which are not 
different from their neighbors but become modified by this contact and 
form the characteristic cells of Merkel and Ranvier. 

Masson concluded that if the deeper portion of a neuronevus was 
derived from the Schwann sheath and was of nervous origin, then the 
upper portion, which was derived from the cellule claire, was also of 
nervous origin and, hence, cellules claires were most likely derived 
originally from Schwann cells which had migrated into the epidermis 
in fetal life. He claimed to be able to identify tactile cells by their 
position about the excretory sweat ducts in the epidermis of the finger- 
tips and stated that with the trichrome stain they are indistinguishable 
from the cellules claires. He expressed the belief that they are a func- 
tional and morphologic modification of the same cell strain, lignée, as 
the cellules claires. 

However, no facts have been adduced to show the embryonic migra- 
tion of Schwann cells into the epidermis. 

Finally, the assumption that the cellules claires have no relation to 
the tactile cells of Merkel and Ranvier is sustained by my observations. 
I found the neuraxons penetrating beyond the basal layer of the epider- 
mis in sections from tissue impregnated with silver (fig. 2). I could see 
no resemblance between the tactile cells in such sections and cellules 
claires. No final conclusions can be drawn from these observations, 
however, on account of the entirely different methods of fixation and 
staining used in demonstrating cellules claires and the tactile cells of 
Merkel and Ranvier. 

Technical difficulties in fixing and staining make any conclusions 
in this matter impossible at present. 


DENDRITIC CELLS 


Occasionally in sections of pigmented epidermis stained with hema- 
toxylin and eosin but much more easily in sections in which silver nitrate 
has been used to visualize the melanin, one can see certain cells in the 
basal layer which differ from their neighbors by the presence of branched 


14. Szymanowicz, L.: Sur le développement les terminaisons nerveuses dans 
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filiform projections loaded with granules of pigment. These are termed 
dendritic cells and have been intensively studied by Becker.*® Great 
difficulty arises in identifying them with other types of cells, because 
the dendrites take no stain, and the ordinary stains mask them. How- 
ever, Masson ** stated that in thin sections cut with a razor parallel to 
the surface of the skin and fixed in Bouin’s solution one can visualize 
the melanoblasts with clear, pale cytoplasm and no intercellular bridges. 
He expressed the belief that they are constantly dividing and being cast 
off. In dopa-stained sections the dendrites are beautifully visualized 
and are seen to run, in many cases, for a considerable distance in the 
interspaces between the epidermal cells. They often run under the basal 
cells for some distance before entering the epidermis. 

Becker *® has summarized the theories as to their origin: first, that 
every basal cell is dendritic, but only a few can be identified by the 
contained pigment; second, that dendritic cells are functional trans- 
formations of ordinary basal cells; third, that the dendritic cell is of 
different origin (Masson). 

The sole function of the dendritic cell accepted by Bloch’s school 
is the melanoblastic function. Peck,’ working with frozen sections, 
showed that in human skin after exposure to thorium X approximately 
40 per cent of all the basal cells were dendritic. He concluded, therefore, 
that dendritic cells are most likely a functional modification of ordinary 
basal cells. He found ordinary basal cells dopa-positive and hence 
melanogenic. 

The French school, including Masson and Pautrier, Lévy and Diss,’* 
advanced the belief that the dendritic cells are part of a réseau tropho- 
mélanique, of a syncytium including the reticulo-endothelial cells, and 
play a role in the transfer of particles such as iron pigment, melanin and 
cholesterol esters between the cutis and the epidermis. Masson *° stated 
that on the face, where the dendritic cells are separated by considerable 
areas, each one is the basis of a cylinder of pigmented cells, while the 
intervening space is nonpigmented; this, in his opinion, proves that 
the dendritic cell distributes pigment to the neighboring malpighian cells. 
Masson called the dendritic cell the sole melanogenic cell and of a differ- 
ent cell strain (lignée) from the malpighian cell and said it was of the 
same cell strain as the cellules claires and the tactile cells, simply a 
functional and morphologic variant, originally of nervous origin. 


15. Becker, S. W.: Melanin Pigmentation: Systematic Study of Pigment of 
Human Skin and Upper Mucous Membranes, Arch. Dermat. & Syph. 16:259 
(Sept.) 1927. 

16. Masson, P.: Mélanoblastes et cellules de Langerhans, Bull. Soc. franc. de 
dermat. et syph. 42:1112, 1935. 

17. Pautrier, L. M.; Lévy, G., and Diss, A.: Dermo-Epidermic Interchanges, 
Arch. Dermat. & Syph. 17:1 (Jan.) 1928. 
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Becker * expressed an inclination to agree with him. He had worked 
with sections mounted in paraffin and hence much thinner than those 
Peck used. He had never seen a dopa-positive palisade cell. He 
expressed the belief that the melanogenic function is confined to the 
dendritic cells in the epidermis and that these are not ordinary basal 
cells but identical with cellules claires and possibly of nervous origin. 


In sections from the finger-tips impregnated with silver according 
to Cajal’s method, the dendritic cells are visualized. I am under the 
impression that they are identical with the cellules claires. 


REPORT OF A _ CASE 


A. J., a boy of 12 years, was first seen in August 1933 on account of little new 
growths widely distributed over the covered portion of the body. His mother 
stated that these were first noticed eight months previously and had been appear- 
ing in increasing numbers since that time. He had been a normal infant. His 
parents were both well and sturdy. He had been rather sickly during childhood. 
When 8 years old he had suffered from severe scarlet fever, associated with 
arthritic symptoms. After his convalescence he gained weight rapidly and had been 
heavier than other boys of his age since then. He had a fine appetite, slept well 
and was active. His sister, 16 years old, weighed 138 pounds (62/5. Kg.). 

The patient was a well developed, overnourished boy wha had not matured. 
He had large hips, and his abdomen and breasts were prominent. The cutaneous 
lesions numbered several hundred and were distributed over the covered parts of 
the body and the backs of the hands, with a predilection for the extensor surfaces 
of the arms, the buttocks and the posterior surfaces of the thighs. They could be 
roughly classified as of one of the following types: (1) barely visible flat-topped 
papules, ranging from 0.5 mm. in diameter to the size of a pinhead, of the color 
of normal skin, slightly raised and more easily felt than seen; (2) hemispheric 
raised pinkish red, smooth, shiny, slightly infiltrated papules varying in size from 
that of a pinhead to that of a matchhead; (3) dark red to brownish flat papules, 
varying in size from that of a matchhead to that of a split pea, some of them 
slightly irregular and scaly; (4) one or two matchhead-sized spherical papules of 
type 3 with sessile pedicles; (5) two or three ordinary brown pigmented moles, 
and (6) one or two light brown pigmented spots the size of a finger-nail. He had 
a cyanotic type of circulation of the extremities and buttocks. His basal metabolic 
rate was normal. A _ stereoroentgenogram of the skull showed a normal sella 
turcica. His mother stated that the patient’s father and a paternal cousin had a 
number of pigmented moles. 

He was frequently observed during the next six months. Some of the type 1 
lesions, enlarged to type 2, and some of types 2 and 3 became pigmented and brown- 
ish. He was seen in March 1935, approximately one and a half years after the 
first observation. Pubic and axillary hair were developing. He was gaining 
weight, and a number of violaceous striae cutis distensae had appeared over the 


trochanters. 

In September 1935, a little over two years after his first visit, he had grown 
more than 6 inches (15 cm.) and had lost weight. All his feminine characteristics 
of contour had disappeared. One mole over the right buttock was coal black. 
Many had become dark brown and somewhat roughened and were of the ordinary 
type of pigmented nevus. 
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He was seen again in May 1937 at which time he was in splendid physical 
condition and weighed 146 pounds (53.5 Kg.). No new nevi had appeared, and 
many of the original lesions seemed flatter. A few were coal black and others 
brownish red. Many had roughened surfaces. 

Histopathologic Observations.—Serial sections were made of a slightly pinkish 
flat papule 0.7 mm. in diameter, which was removed in August 1933. The tissue 








Fig. 3.—A boy of 12 years first seen in August 1933. Several hundred little 
tumors had appeared on the skin within a few months. 


was fixed in Bouin’s solution and stained with the following preparations: 
Masson’s trichrome stain; Masson’s hematoxylin, erythrosin and saffron; silver 
nitrate solution, and dopa. 

Typical cellules claires were seen in the normal epidermis at the margin of 
the lesion. The first stage in the evolution of the nevus in sections treated with 
the trichrome stain was an amitotic division of the cellule claire into two daughter 
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cells with denser chromatin and darker nuclei than the surrounding palisade basal 
cells (fig. 4). The cytoplasm took the same faint lilac tint and had the same irreg- 
ular outline as the parent cellule claire. The daughter cells were situated in a clear 
space bounded by a capsule made up of the same elements which surrounded the 
parent cell. 

In the next stage (fig. 5) cellular division was repeated usually amitotically 
but at times mitotically. The newly formed cells retained the staining peculiarities 
of the cellule claire. They varied in size and in shape. The chromatin was still 
dense. The pale lilac cytoplasm was irregular, with prolongations which seemed 
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Fig. 4—Section from a rapidly growing papule 0.7 mm. in diameter removed 
in August 1933 fixed in Bouin’s solution and stained with Masson’s trichrome stain. 
The first stage in the evolution of the nevus cell is shown at a in the amitotic divi- 
sion of a cellule claire into two daughter cells. The clear space is present and 
the cytoplasm of the daughter cells retains the same irregular outline and light 
lilac color as the original cellule claire (b); x 700. 








to form a syncytium with neighboring cells. The clear space about the cells 
persisted and was accurately bounded by a capsule with a floor of collagen, walls 
of elongated Fiisschen of neighboring basal cells and a roof of flattened rete cells. 
With the trichrome stain these elements could be distinguished by their staining 
properties. 
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As these cell nests enlarged they seemed to project into the corium, usually 
from the tips of the rete pegs, until finally they lay free in the corium (fig. 6). 
This is the process called Abtropfung by Unna. 

In the corium were groups of nevus cells still lying in clear spaces and 
accurately encapsulated by collagen fibers, which in some instances sent septums 
through the cell groups, dividing them into loculi. The nevus cells varied greatly 
in size and in shape, and there was a suggestion in places of syncytial connection. 




















Fig. 5.—Later photomicrograph of the section shown in figure 4. Cellular 
division has been repeated, and a nest of newly formed nevus cells retain the 
staining peculiarities and the same clear spaces about them which were seen in the 
cellule claire. The floor (a) is made up of collagen; the walls (b), of elongated 
processes of palisade basal cells, and the roof (c), of flattened rete cells. A group 


of nevus cells is seen in the corium; x 700. 


In the corium there were complex groups of newly formed blood vessels, con- 
nective tissue cells and histiocytes (fig. 6). Some of these were associated with 
nevus cell groups while others were independent. 

Over the center of the nevus the epidermis was thinned by a reduction in the 
number of layers of rete cells to two or three and by a flattening of the rete pegs. 


The palisade basal cells, however, were wel! developed. 
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When stained with silver nitrate (fig. 7) the section showed less pigment in 
the epidermis immediately over the nevus than in the surrounding normal skin. 
The budding groups of nevus cells had a small amount of pigment. The cell 
nests in the corium varied. Some had a slight amount of pigment and some none 
at all. 

In dopa-stained sections (fig. 8) the nevus cells were dopa-positive, indicating 
the presence of dopa-oxidase. 

No evidence was found of transformation of normal basal cells or rete cells 
into nevus cells. The sole source of the latter appeared to be the cellules claires. 

















Fig. 6—Low power magnification of the same section shown in figures 4 and 5. 
The cell nests project into the corium, at a, until finally they lie free in the corium, 
at b. This is the process that Unna called Abtropfung. Below the cellular 
portion a complex made up of blood vessels and connective tissue has developed, 
atc; x 170. 


Pathologic Picture of Older Lesion: In January 1936 a matchhead-sized 
raised brownish red nevus was excised, fixed and staimed as the first section had 
been with the exception that the use of dopa was omitted. 

The pathologic picture differed from that of the early nevus in several ways 
(fig. 9). There was marked elongation of some of the rete pegs to form finger- 
like processes in the corium. Embedded in these processes were nests of nevus 
cells. The presence of these nevus cells had compressed and deformed the mal- 
pighian cells in places. Between these rete pegs and extending a little way into 

















Fig. 7—Same section shown in figure 6, stained with silver nitrate to permit 
visualization of the granules of pigment. There is less pigment immediately above 
the nevus cells than in the normal epidermis nearby. The nevus cells in the corium 
contain little or no pigment; x 170. 
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Fig. 8.—Paraffin section made from a lesion similar to that shown in figure 6, 
stained with dopa. The nevus cells are dopa-positive, indicating that they are 
of the same cell strain as the dendritic cells of the epidermis; x 240 (illustration 
reproduced by permission of Dr. S. W. Becker). 

















Fig. 9.—Older lesion excised in 1936, stained with Masson’s trichrome stain. 
There is marked elongation of some of the rete pegs separating nests of nevus 
cells. There are no neuroid tubes extending upward through the collagen as in 
Masson’s neuronevus; X 70. 














Fig. 10.—Lesion similar to that shown in figure 9, removed in April 1937. 
The subcellular zone of blood vessels and histiocytes is better developed than in 
the lesion shown in figure 10; x 70. 




















Fig. 11.—Section from a small brownish nevus removed in May 1937 and pre- 
pared by the method of Martinez Pérez for silver impregnation. A nerve made 
up of parallel neurofibrils courses upward from the lower portion of the nevus 
at a; X 750. 
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Fig. 12.—Same section shown in figure 11. A small nerve made up of parallel 
fibers, at a, sends branches which enclose a small group of nevus cells, at b; 
«x 750. 
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the corium were large nests of nevus cells with characteristics similar to those 
in the first section. Some contained numbers of large granules of pigment. Most 
of them were unpigmented. Just beneath the cellular zone there were small blood 
vessels surrounded by a few histiocytes and round cells. 

The collagen extended to the subcutaneous tissue with no evidence of neuroid 
tubes of the type described by Masson in the neuronevus. 

Another biopsy specimen was taken in April 1937 (fig. 10). This showed 
essentially the same picture, except that the subcellular zone of blood vessels and 
histiocytes was a little more marked. 

Nerve Stains: A matchhead-sized brownish red raised nevus with an irregular 
surface was excised in May 1937 and prepared by Martinez Pérez’s 1% modification 
of Cajal’s method for silver impregnation. This method visualizes the neuro- 
fibrils. Serial sections were cut. In the deeper vascular part of the nevus good- 
sized nerves were visualized as parallel fibrils (fig. 11). These coursed upward, 
branched and divided into fine fibrillae (fig. 12a). Some of these were seen to 
end as a fine plexus about small groups of nevus cells (fig. 125). No definite 
nerve termini were seen about the nevus cells. 


COMMENT 


In this case I have had an opportunity to study the evolution of 
multiple pigmented nevi from an early stage to a fully developed static 
condition. The nevus cells were seen to originate from cellules claires 
by a process of division. The cell nests were finally extruded into the 
corium. The nevus cells were dopa-positive in the earliest stages. This 
would indicate their identity with the melanoblastic cells of the epider- 
mis. If, as Masson claimed, the dendritic cells are the sole melanoblasts, 
this would seem to prove the identity of cellules claires and dendritic 
cells. However, there is not complete agreement on this point among 
investigators in this field. 

In the earliest stage there had developed in the corium beneath the 
nevus cells a complex made up of small blood vessels, histiocytes and 
connective tissue cells. In the late, fixed stage this complex was shown 
by silver impregnation to contain nerve fibers which ran upward, 
branched into smaller fibrils and sent branches among the nevus cells. 
However, there was no evidence of a neuroma or schwannoma in this 
complex. These nerves could not be considered a point of origin of the 
nevus cells in this nevus. 

In Masson’s neuronevus he found evidences of origin both in the 
nerve sheath below and in the cellules claires above. In other pigmented 
nevi which he studied there were neuroid tubes connected with the 
nerves in the lower part of the corium and arranged in a plexiform 
syncytium. These were separated from the masses of nevus cells con- 
nected with the epidermis by a zone of normal collagen. The connection 
between the two sources of this nevus had not been completed. The 
schwannoma above had not yet met the neuroma below. In still a third 
type there is a single source of the nevus cells—that is, the cellules 
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claires of the epidermis. Miescher and von Albertini ** designated this 
as type A and stated that such nevi constituted only a small percentage 
of the 100 nevi they studied. Becker called nevi of this type “cellular 
nevi.” 

Laidlaw and Murray *® have demonstrated a rich supply of nerve 
fibers in pigmented nevi with end-bulbs coming in contact with the nevus 
cells exactly as they do with the tactile cells of Merkel and Ranvier in 
the epidermis. However, they have not specified the type of nevus 
studied. My findings would indicate that the nerve supply is independent 
of the formation of neuroid tubes. An excellent nerve supply is present 
even in the cellular type. 

In my present case the condition was of the cellular type. Ii the 
other two types are of nervous origin, this type should logically be so 
as well. This would involve the assumption that cellules claires are of 
the same cell strain as the tactile cells of Merkel and Ranvier and are 
not of epidermal but of schwannian origin. The nevus in the present 
case then would be a schwannoma. Although Masson has satisfied him- 
self of this identity, I believe many points in the histologic and embryo- 
logic pictures of these cell types remain to be investigated more fully 
before this identity can be accepted as more than a fascinating theory. 

However, Masson’s contributions to this field are epochal and based 
on technical advances in fixation and staining. Any one who has studied 
sections of a neuronevus treated with the trichrome stain cannot help 
being struck with its similarity to the structure of the Meissner cor- 
puscle stained similarly. That the lower part of Masson’s neuronevus is 
a neuroma I believe certain. However, I think further detailed studies 
in impregnation of nerves would be of value in verifying this point. 

The present case furnished a unique opportunity for verifying Mas- 
son’s statements of the origin of the nevus cells in the cellules claires 
in a small and rapidly growing nevus. 

The theoretical implications of his statement that such a nevus is 
a schwannoma and of nervous origin I have already discussed, and I 
have pointed out the need for further investigation in this field. 

The cellular type of nevus is formed from many elements, blood 
vessels, histiocytes, connective tissue cells, nerve fibers and various other 
cells. The nevus cell is the unique element, and a study of its origin 
has been the primary object of this paper. It is the parent cell of the 
malignant melanoma. 


18. Miescher, G., and von Albertini, A.: Histologie de 100 cas de naevi pig- 
mentaires d’aprés .les méthodes de Masson, Bull. Soc. frang. de dermat. et syph. 
42:1264, 1935. 

19. Laidlaw, G. F., and Murray, M. R.: Melanoma Studies, Am. J. Path. 
9:827, 1933. 
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SUMMARY 
A case of rapidly evolving pigmented nevi in a boy 12 years of age 
is described. 
The histopathologic pictures of a young nevus in a stage of evolution 
and of static nevi from the same patient have been studied. 
Masson’s theory of the nervous origin of pigmented nevi is discussed, 
as well as its implications as to the origin of various cell types in normal 


epidermis. 

Silver impregnation methods were used to demonstrate nerve fibers 
in this nevus, as well as in the tactile cells of Merkel and Ranvier and 
in the Meissner corpuscles of normal skin. 

Masson’s three types of pigmented nevus are discussed. In the pres- 
ent case the condition was of the cellular type. 

The nerve supply of this cellular type of nevus does not depend on 
the presence of neuroid tubes connecting it with the deep nerves of the 


corium. 
The cellular nevus contains many types of tissue, but the nevus cell 


is the essential element. 
The need for further investigation is emphasized. 


ABSTRACT OF DISCUSSION 


Dr. Erich HorrMANN, Bonn, Germany: I wish to express my warmest 
thanks for the invitation to be present and the hospitality that has been shown me. 
I shall say a few words about the origin of nevi and about my theory, a discussion 
of which was published in 1919 in the Dermatologische Zcitschrift. In this 
article I pointed out that the theory of P. G. Unna, then generally accepted, seemed 
to be incorrect, because the epidermoid cells preserved their character fairly well 
in true epithelial nevi. Before Masson’s neurogenic theory was formulated, I 
suggested that nevus cells might have their origin from the dendritic or the 
neurogenic cells. This theory of schizogenesis or bifurcation in the origin of nevi, 
which I proposed in 1919, may perhaps be proved by my epidermolytic method. 
By this method, consisting of maceration of the fetal skin in amniotic fluid, the 
hair and the sebaceous and sweat glands assume in flat preparations an unusual 
plastic form, facilitating the obtaining of excellent photomicrographs without 
laborious reconstruction and aiding embryologic and comparative physiopathologic 
investigations. As it was possible to learn the origin of rare nevi from the mother 
cells of the sebaceous glands, perhaps the dendritic or neurogenic theory of nevus 
cells can be established. A new method of staining suggested by Feyrter 
(Virchows Arch. f. path. Anat. 296: 645, 1936) may be advantageous for these 
studies. 

Dr. SAMUEL M. Peck, New York: It has always seemed to me that in origin 
nevus cells could not be dissociated from dendritic cells. For this reason I began 
to study dendritic cells in the human skin. I thought these dendritic cells were 
nothing but palisade basal cells in a functional stage. No one has seen a cell 
which was dopa-positive and had mitotic figures. That means that cells which are 
active formers of pigment do not go through the mitotic stage. What, then, is the 
method by which these cells reproduce, if they are not basal cells? 
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In studying the reaction to thorium of the human skin a number of interesting 
observations were made. Dendritic forms were not seen with a silver stain—with 
the hematoxylin-eosin method. Only with dopa staining could those cellular types 
be demonstrated in the early preparations. Later when actual melanin was formed, 
the dendritic forms became evident with silver and with other stains. They were 
so numerous that if they existed alongside of the basal cells I could not see how 
there was room for both. It seemed from the study of the pigment formation over 
a period of weeks that the dendritic cell form developed from basal cells. There- 
fore, I concluded that the dendritic cells were nothing but active pigment-forming 
basal cells. 

I think the Masson technic is excellent, but deductions as to etiology on purely 
historical grounds are rather dangerous. Pio del Rio Hortega, the Spanish neuro- 
pathologist, said he thought he had seen dendritic celis in rabbit embryos migrate 
from the corium to the epidermis and actually had sections which seemed to show this. 
I also had such sections, but by careful reconstructions I was able to show that his 
conclusions were based on artefacts. I cite this illustration of the dangers of 
basing conclusions as to the derivation of cells on staining methods. 

I think Dr. Ebert’s paper is good, and he deserves a great deal of credit for 
the careful and thorough work which he has done. In my opinion, while there is 
a possibility that nevus cells may have a neural origin, such a relation is the 
exception rather than the rule. 


Dr. J. GARDNER Hopkins, New York: I do not know how familiar the mem- 
bers are with Laidlaw’s theory. That author started with the idea of Masson that 
a mole is composed of three elements, a mass of clear polygonal cells, scattered 
pigment cells and an arborescent nerve. All other forms of human tumors, he 
contended, show an analogy to some normal human structure; i. e., the tumor 
seems to be a maldevelopment of some normal tissue. There is however, in the 
human being no normal structure analogous to a mole. This suggested that the 
mole might be atavistic. In rodents and carnivora he found the collections of 
pigment cells and nerve fibers in the tactile hairs suggestive of a hairy mole. To 
find an analogy to the common mole he went still further. The pigmented spots 
on certain fish showed similarities, but the structures he considered most like 
moles were the black spots which occur in a row just above the jaw of the 
alligator. Such a spot consists of a cushion of clear cells, a collection of pigment 
cells and an arborescent nerve, forming a prominence covered by normal epidermis. 
It is apparently the organ with which the amphibia feel the presence of passing 
objects. These primitive tactile organs of the amphibia are strikingly similar to 
the human mole. 

Dr. Frep D. WerpmMANn, Philadelphia: I was struck, from the illustration of 
the patient, by the resemblance of the condition to some forms of juvenile 
xanthoma—omitting the factor of color. The uniformity of size and the distribu- 
tion of the lesions were similar. The fact that these lesions developed compara- 
tively abruptly, which is the case in juvenile xanthoma, is also striking. Dr. Lamb 
read a paper before the American Medical Association last year in which he 
reported a case of this sort. The pathogenesis of juvenile xanthoma has always 
been difficult to explain, and it has occurred to me that its lesions may be analogous 
in pathogenesis to those of Recklinghausen’s disease. The latter is sometimes 
associated with a “tumor” of the acoustic nerve, a point well known to pedi- 
atricians but not generally known to dermatologists. These tumors are in the 
class of cholesteatoma, and one at least was associated with multiple xanthoma, 
thus supplying a connecting link with juvenile xanthoma (Weidman, F. D.: 
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Xanthoma of the Skin and Larynx, Arcu. Dermat. & Sypu. 35:767 [May] 
1937). To come finally to the point at which I was aiming: I wonder whether 
it is going too far to visualize, in principle, the same morbid factors in Reckling- 
hausen’s disease and in these neurogenous cutaneous nevi which Dr. Ebert has 
shown, both conditions being neurogenous and on a congenital basis. To carry the 
thought yet further: Since xanthomatous changes have occurred in lesions of 
Recklinghausen’s disease, a similar occurrence in cases like Dr. Ebert’s could 
explain in some cases the pathogenesis of juvenile xanthoma—just, too, as scars 
and various tumors may become xanthomatous. Whether the condition is 
xanthomatous or not, it is in order to check the state of the acoustic nerve in 
such cases as Dr. Ebert’s. 

Dr. M. H. Expert: I wish to thank Dr. Hoffmann for his courtesy in dis- 
cussing this presentation and also to thank the members of the association who 
discussed it. In the limited time allowed perhaps I paid too much attention to 
the theoretical side of the subject and too little to the actual presentation of the 
case. However the members would have been left much in the dark if I had not 
taken up the theoretical side first. 

My case was of the cellular type of pigmented nevus, which has no apparent 
connection with the deeper nerves of the corium as has the neuroid type of 
Masson. Consequently, if I was to establish this condition as of nervous origin, I 
had to discuss the origin of the clear cell from which it is derived and identify the 
clear cell, as Masson has, with the dendritic and the tactile cell. I found there 
were too many lacunae in common information about these cells and their embry- 
ologic development to make such identification possible. 

I did find, however, that this cellular type of pigmented nevus is well supplied 
with terminal neuraxons, although there is no evidence of neuroma in the deeper 


part of the corium. Further study will be necessary before it can be decided 
whether this condition fits in with Masson’s theory or not. 





EPIDERMOLYSIS BULLOSA DYSTROPHICA 
(RECESSIVE TYPE) 


REPORT OF A CASE 


LOUIS TULIPAN, M.D. 
NEW YORK 


Epidermolysis bullosa is probably not a single disease but rather a 
group of closely related pathologic states which differ both in clinical 
features and genetic origin. From the clinicogenetic point of view 
there is the simplex type, which is dominant, and the dystrophic type, 
which occurs in either a dominant or a recessive form. In addition, in 
a small number of cases of the dystrophic type peculiar clinical or 
genetic features are present; i.e., in the cases of Wende?* and Guy,? 
in that of the macular type described by da Costa and Van der Valk * 
and in the cases in infants reported by Heinrichsbauer * in which the 
disease is rapidly fatal. 

The following tabulation illustrates the different clinical features of 
the chief types °: 


Dystrophica Dystrophica 
Simplex (Dominant) (Recessive) 


General charat- Good to average Good Many patients undersized, 
istics—height below normal! in intelli- 
gence 


Hair, teeth and Exceptionally nails Teeth and hair good; Nails invariably absent or 
nails may be brittle and nails may be thickened deformed; teeth abnormal 
striated longitudinally and clawlike or almost and may decay early; 
absent alopecia or thinning of 
hair in some cases 


Time of occur- In childhood (rarely in At birth or soon after Agoense at or shortly 
a 


rence infancy), tending to ter birth; most patients 
disappear or diminish die young, and only a few 
with age live to marry and have 
children 


Chiefly over areas of Chiefly on the forehead All over the body and 
trauma and extremities; involv- mucosae 

ing the rest of the body 

to a lesser degree 


(Tabulation continued on next page.) 


From the Department of Dermatology and Syphilology, New York University 
College of Medicine and the dermatologic service of Bellevue Hospital, service 
of Drs. Howard Fox and Edward R. Maloney. 

1. Wende, G. W.: J. Cutan. & Genito-Urin. Dis. 20:537, 1902. 

2. Guy, W. H.: Epidermolysis Bullosa, Arch. Dermat. & Syph. 15:30 
(Jan.) 1927. 

3. Mendes da Costa, S., and van der Valk, J. W.: Arch. f. Dermat. u. Syph. 
91:3, 1908; abstr., Dermat. Ztschr. 60:198, 1931. 

4. Heinrichsbauer, F.: Arch. f. Gynak. 184:673, 1928. 

5. Cockayne, E. A.: Inherited Abnormalities of the Skin and Its Appendages, 
New York, Oxford University Press, 1933, p. 118. 





Factors affect- 
ing condition 


Mucosal lesions 


Scars—sequelae 


Simplex 


Worse in warm weather; 
lesions usually appear- 
ing after trauma 


Rare 


None or thin scars 


Hyperhidrosis of Frequent 
the palms and soles 


Epidermal cysts 


None 


The common feature of all 
formation of bullae. 
logic observations, have been elaborated to explain this. 


Dystrophica 
(Dominant) 


Lesions appearing after 
trauma; different fam- 
flies may show dry skin, 
lack of fat in the skin, 
hyperkeratosis of the 
palms and soles 


Usually leaving patches 
of leukoplakia 


Usually healing with 
scarring, thin or keloid 


Common 


Frequent near scars 


Dystrophica 
(Recessive) 


May follow slightest 
trauma or none; great 
variation in additional 
clinica] features in 
different families 


Very frequent; may in- 
volve the lips, mouth, 
pharynx, esophagus, 
anus, vagina, cornea 
and conjunctiva and 
leave scars 


Marked 


Present in most cases 


Very common 


types of epidermolysis bullosa is the 





Various theories, based chiefly on the patho- 


It has been 


Fig. 1—Foot of the patient, showing epidermal cysts. 


claimed that the absence of elastic tissue is the cause of the abnormal 
response to trauma. However, in many cases the elastic tissue was 
seen to be normal. In addition, in cases of severe dystrophia lesions 
develop spontaneously and in scattered crops, independently of trauma. 

Because of the hyperhidrosis, especially of the palms and soles, as 
well as of the more frequent occurrence of bullae in warm weather, 
excessive sweating has been thought to be of causative importance. In 
many cases, however, there is no excessive perspiration. 

Many investigators believe that an increased permeability of the 
cutaneous blood vessels leads to edema of the cutaneous cells and for- 
mation of bullae. The frequent occurrence of dermographism is sup- 
posedly a manifestation of the same process. In the final analysis, 
epiderniolysis bullosa is thought to be a congenital metabolic disturbance 
rather than a pathologic state due to an abnormal structure of the skin. 
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REPORT OF CASE 
J. B., a girl aged 5 months, was said by her mother to have been born with 
red, peeling skin of the right hand, right heel and left thumb, as well as with 
a thin, white, bleeding membrane on the tongue. Later, blisters appeared suc- 


cessively on the left elbow, on the chest, on the legs, on the hands, on the feet 





Fig. 2.—Photomicrograph of epidermal cyst. 


and on the scalp. Blisters on the tips of the fingers were followed by thickening, 
separation and ultimate loss of the nails. When the patient was 2 months old 
pinhead-sized, white spots appeared on the hands and feet. The child had been 
born at home on June 24, 1935 after a two day labor. The membranes were 
ruptured after birth; no instruments were used. The parents were first cousins, 
their fathers having been brothers. 
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There were the remnants of ruptured bullae over the previously mentioned 
sites, some showing eroded surfaces, inflammatory halos and loose epidermal 
crusting and scaling. There were eroded bullae in the mouth. The nails on the 
toes were thickened and loose. Nails were missing from the right thumb, from 
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Fig. 3—The symbols used in the genealogic table have the following mean- 
ings; ¢, male; 2, female; —, marriage or mating; O, clinically normal person. 
The solid circle indicates a clinically affected person (one with epidermolysis 
bullosa in this case). Symbols included under the same bracket represent siblings 
(brothers and sisters). The different generations and relationships are denoted 


by the different levels. 


Grandparents 
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Fig. 4.—In this chart a circle enclosing two white bars represents a homozygous 
dominant, i. ¢., a normal person who cannot hand down any genetic factor for the 
disease; a circle with one white and one black bar represents a heterozygous 
dominant, i. e., a clinically normal person who is a “carrier” and can hand down 
the genetic factor for the disease, and a circle enclosing two black bars represents 
a homozygous recessive, i. e., person with the clinical disease epidermolysis bullosa 
dystrophica, whose genetic legacy to her offspring is one recessive gene for the 
disease. All the children born of a homozygous recessive and a normal person 


(i. e., a homozygous dominant) will be normal, but carriers. 
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the index and ring fingers and from the left thumb and index finger. On the 
body were irregular superficial atrophic scars. On the hands and feet, there 
were pinhead-sized, white opaque papules, some of which had the appearance of 
milia. 

A biopsy was performed, and the report of the pathologist was as follows: 
“The entire epidermis is separated from the corium. At one end the epidermis is 
loosely connected with the corium by a wavy, ribbon-like part of the rete. Débris 
is scattered in the intervening space. Several large cysts lined with cuboidal cells 
and partially filled with a flaky material appear in the corium. Many swollen 
cysts in the deeper portions of the corium are definitely dilated sweat ducts. A 
scant general infiltration of round cells is seen in the region of the subpapillary 
plexus. There are no noteworthy changes in the blood vessels. The elastic tissue 
is absent in the uppermost but unaffected in the deeper layers of the corium. 

“The torn epidermis suggests a bullous lesion. The cysts in the sweat ducts 
explain the clinical findings of milia. The absence of elastic fibers further sup- 
ports the diagnosis of epidermolysis bullosa.” 


COMMENT 
It is of great value to obtain a history of all the members of the 


family for as many generations as possible for the purpose of genetic 
evaluation. The charts represent the probable genetic derivation in 


the case reported in this paper. 
SUMMARY 


A case of epidermolysis bullosa dystrophica of the recessive type is 


reported in which widespread bullae, dystrophic scars, lesions of the 
mucous membranes and epidermal cysts were present. The family 
tree has been traced as far as some of the patient’s great-grandparents. 





LICHEN PLANUS OF THE EYELIDS 


H. E. MICHELSON, M.D. 
AND 


CARL W. LAYMON, M.D. 
MINNEAPOLIS 


Some areas of the body seem immune to the invasion of certain 
diseases. This appears to be true of the eyelids in lichen planus; but 
we saw five patients in whom the eyelids were the seat of unmistakable 
lesions of lichen planus and thought our observations worthy of record. 

A careful review of the voluminous literature on this disease reveals 
the fact that reports of localization to the eyelids are extremely rare. 

Juliusberg,’ in his section in Jadassohn’s handbook, dealt with only 
two such reports and stated that lichen planus of the eyelids is one of 
the rarest of manifestations. 

Gaucher and Druelle ? in 1904, in describing a case of extensive lichen 
planus in a 53 year old man, referred to lesions on the lower palpebral 
conjunctivae. 

In 1924 Luhr* reported an odd example of generalized lichen 
planus. The patient was a man 75 years of age who showed several 
sago-like bodies in the bulbar conjunctivae and numerous elevated crim- 
son lesions on the lids, which disappeared after two short exposures to 
roentgen rays. No microscopic examination had been made, so that the 
diagnosis could not be verified. 

The exhaustive articles of men with such extensive experience as 
Little,t White,> Culver * and Fox? do not even mention the lids as 
sites of involvement. 


From the Division of Dermatology, University of Minnesota, H. E. Michelson, 
M.D., Director. 

1. Juliusberg, Fritz: Lichen ruber und Pityriasis rubra pilaris, in Jadassohn, 
J.: Handbuch der Haut- und Geschlechtskrankheiten, Berlin, Julius Springer, 
1931, vol. 7, pt. 2, p. 34. 

2. Gaucher and Druelle: Lichen plan avec lésions des ongles et localisation 
sur la conjunctive palpébrale, Ann. de dermat. et syph. 5:78, 1904. 

3. Luhr, Albert H.: Lichen Planus of the Conjunctiva, Am. J. Ophth. 7:456, 
1924, 

4. Little, E. Graham: Lichen Planus, J. Cutan. Dis. 37:639 (Oct.) 1919. 

5. White, Charles J.: Lichen Planus, J. Cutan. Dis. 37:673 (Oct.) 1919. 

6. Culver, George D.: A Clinical Study of Lichen Planus, Arch. Dermat. & 
Syph. 1:43 (Jan.) 1920. 

7. Fox, Howard: Lichen Planus Confined to the Mouth, Arch. Dermat. & 
Syph. 24:1071 (Dec.) 1931. 
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Recently, Touraine and Renault * observed a woman aged 32, who 
had annular lichen planus on the left hand, papular lesions on the trunk 
and in the mouth and annular plaques on the upper eyelids. They 
stated that no cases of similar involvement were found in a rapid 
review of the literature. 

REPORT OF CASES 

Case 1.—L. P., a brunette woman aged 29, was referred because of an erup- 
tion confined to the eyelids. This had been present for several months. She had 
received no treatment, and she was particularly emphatic in stating that she had 
not used hot or cold applications. The examination of the integument revealed no 
eruption except that which involved the eyelids. Here was to be found a retiform 
sepia-brown eruption, which had slightly elevated nodes at the intersections of 
the network. Histologic examination revealed a band of infiltrate ending abruptly 
on a horizontal plane and entirely consistent with that observed in lichen planus. 
Four roentgen treatments consisting of 75 roentgens of radiation and eight injec- 
tions of 1 cc. of a 1 per cent solution of mercury bichloride brought about com- 
plete involution of the lesions in three months. 

Case 2.—V. B., a brunette woman aged 32, first noted an eruption on the eye- 
lids in June 1936. The only therapy had been application of a mild ointment. 
On examination it was found that all four lids were affected. The lesions on the 
upper lids consisted of a network of brownish violet pigmentation. In addition 
to similar pigmentation on the lower lids, there were multiple violaceous shiny 
papules from 1 to 2 mm. in diameter. There were no evidences of lichen planus 
on the rest of the skin or on the mucosae. After six weekly roentgen treatments 
consisting of 70 roentgens of radiation, improvement occurred, and involution was 
complete by March 1937. 

CasE 3.—S. T., a brunette woman aged 20, stated that she had had an erup- 
tion on the body for two months. On examination the lesions which were present 
on the neck and shoulders were found to be lichen planus. On the upper eyelids 
there were several medallion-like lesions, composed of minute papules arranged 
in perfect circles, the center of each circle being brown and appearing somewhat 
depressed. No biopsy was’ performed. Four treatments consisting of 75 roentgens 
of radiation brought about involution in two months. 

Case 4.—M. Z., a brunette woman aged 18, came to the dermatologic clinic 
of the Minneapolis General Hospital for advice concerning an annular lesion on 
the right thigh of two months’ duration. The clinical and histopathologic features 
were those of lichen planus. Six weeks later an oval annular plaque of lichen 
planus developed on the right upper eyelid near the medial canthus. There were 
no other lesions on the skin or mucous membranes. Pulmonary tuberculosis then 
developed, and it was reported that a similar lesion appeared on the left upper lid 
while the patient was in a sanatorium. 

Case 5.—D. R., a brunette woman aged 62, consulted Dr. L. H. Winer because 
of an eruption of six weeks’ duration. On examination annular lesions of lichen 
planus were found on the wrists, the trunk and the ankles, and there were charac- 
teristic milky white dots and streaks on the buccal mucosa. Lesions similar to 


8. Touraine, A., and Renault, Paul: Lichen plan circiné des paupiéres, Bull. 
Soc. franc. de dermat. et svph. 44:303 (Feb.) 1937. 
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those in the mouth were found on the bulbar conjunctiva and on the margin of 
the lower lid of the left eye. There was an annular plaque of lichen planus on 
the right upper eyelid. Six weekly injections of sodium cacodylate resulted in 
disappearance of the entire eruption. 


COMMENT 

We have observed three types of lesions of lichen planus on the 
eyelids: 1. We saw what might be called the classic lilac-colored slightly 
delled papules with filigree scaling. This variety was associated with 
similar lesions on the body. 2. We noted papules so arranged as to 
make the typical annular or small medallion-like plaques which are often 
seen on the glans penis. Patients with this type had other annular 
lesions on the body. 3. We examined and observed two patients who 
had lesions of the eyelids which were unique in our experience and 
which if seen by others had not been recorded. These patients were 
brunette women aged 29 and 32. The upper eyelids were discolored 
with a sepia-brown retiform eruption, which was not made up of elevated 
papules, although in the skein of the network were small knobs which 
could have been papules previously. The eruption caused no symptoms 
but was gradually extending to all four lids and was becoming darker, 
constituting a cosmetic deformity. The patients had not applied heat, 
although the general appearance was that of erythema ab igne. In 
one of these cases a small bit of tissue was excised, and on microscopic 
examination it showed the characteristic bandlike infiltration of lichen 
planus. The rest of the skin and the mucous membranes were free 
from eruption in both cases. The eruption on the eyelids was identical 
with areas of melanotic staining seen in certain patients with lichen 


planus in the late stages of regression. We believe that this form of 
lichen planus of the eyelids could easily be ignored as a variant of 


that disease or might be diagnosed as erythema ab igne. 

Conjunctival lesions are identical with those seen on the buccal 
or on the genital mucosa. 

SUMMARY 

Five cases of lichen planus of the eyelids are reported. All the 
patients were brunette women. 

Three types of lesions were encountered. 

A melanotic retiform eruption of the eyelids resembling erythema 
ab igne may be localized lichen planus. 

The rarity of the condition is emphasized. 





FAMILIAL MULTIPLE LIPOMAS 


REPORT ON A FAMILY 


ARTHUR A. HUMPHREY, M.D. 
AND 
PAUL C. KINGSLEY, M.D. 


BATTLE CREEK, MICH. 


A survey of the American literature shows the condition known as 
familial or hereditary lipomatosis or familial multiple lipomas to be 
practically unknown, and only a few isolated cases have been reported 
in other countries. Lipomas, occurring either as single or as multiple 
tumors, are common, but a definite familial or hereditary trend is so 
rare that we feel that the occurrence in a family which we observed is 
worthy of a report. The family showed the familial character of the 
disorder in a collateral rather than in a hereditary fashion, although 
it is felt that the latter tendency may manifest itself as the last genera- 
tion grows older. So many siblings were affected in the second gen- 
eration that the occurrence by chance of such tumors was incredibly 
remote and it was believed that some genetic factor undoubtedly played 


a part. Cockayne,’ in his thorough work on inherited diseases of the 
skin, was able to find and describe less than a dozen affected families 
up to 1933, and an analysis of some of the reported cases shows so 
few cases in a family as to relegate the findings to coincidence rather 


than to a genetic etiology. 

Blaschko,” in 1891, noted the hereditary and familial incidence in a 
family in which the disease appeared in a man and in his brother at 
puberty and also developed in a few of his children, the disorder being 
limited to the male siblings. Alsberg * a year later reported the collateral 
familial occurrence of the tumors in three brothers in whom the lipomas 
did not make their appearance until the afflicted persons were 21 years 
old. Hanhart * observed a family in which the lipomas were associated 


From the Pathological Laboratory of the Leila Y. Post Montgomery Hospital. 

1. Cockayne, E. A.: Inherited Abnormalities of the Skin and Its Appendages, 
London, Oxford University Press, 1933, pp. 91-93. 

2. Blaschko, H.: Eine seltene erbliche Lipombildung, Virchows Arch. f. path. 
Anat. 124:175 (April) 1891. 

3. Alsberg, A.: Ueber Neurolipome: Ein Beitrag zur Kenntnis der falschen 
Neurome, Berlin, G. Schade, 1892; cited by Geschickter, C. F.: Lipoid Tumors, 
Am. J. Cancer 21:617-641 (July) 1934. 


4. Hanhart, cited by Cockayne.! 
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with plantar and palmar tylosis in the male members of three genera- 
tions. The tumors appeared when the patients were 22, and in the last 
generation four brothers were affected. Leven® noted the occurrence 
in a brother and sister and in five of the sister’s nine children. All the 
affected children were males; the three daughters, who were unaffected, 
were 30 or younger. One of the affected sons was 28, but a son aged 
21 had no tumors. The tumors manifested themselves in the mother 
and in the uncle at 24, but the six children of the latter, of whom four 
were males, were free from the disorder. Leven expressed the belief 
that the hereditary ratio is not well known but that the hereditary 
factor as shown by the family he observed is homozygotic from the 
mother. He also expressed the opinion that the tumors tend to mani- 
fest themselves in the first three decades of life. 

Bonnefous and Valdigiué* found that in two cases of the familial 
type there was a hypercholesteremia, and Cockayne thought that if this 
is true the condition must be considered as a metabolic dyscrasia rather 
than as a manifestation of a disturbance of growth. In their two cases 
they observed the cholesterol content of the blood to be 414 and 396 
mg. per hundred cubic centimeters, and Cannon‘ noted a cholesterol 
content of 224 mg. per hundred cubic centimeters in a patient of his 
who had eighty lipomas and whose father had the same disorder. 
Hellier,* in 1935, reported that a man and his wife had lipomas and 
that although there was no familial history of such a condition for 
either, of their eight adult girls five were affected. There were only 
two male children in the generation in which the disease appeared. It 
is interesting to note that in five of his seven cases the tumors occurred 
on the arms. There is some mention of symmetrical lipomatosis in the 
literature, but since there is no familial angle it will not be discussed. 
Osler ® also noted the occasional symmetry of the lipomas and mentioned 


the frequent association of such tumors with tabes, paresis and sciatica. 
In pointing to the association with sciatica it is worthy of note that one 
of our patients, B-2, who had a number of lipomas also had sciatica. 


It is the theory of several investigators that although the condition 
may be dominant the ratio of the small number of cases in which the 

5.. Leven, L.: Erblichkeit der multiplen Lipome, Dermat. Wehnschr. 87: 
1563-1565 (Oct. 6) 1928. 

6. Bonnefous, R., and Valdigiué, A.: Hypercholestérinémie et lipomatose, 
Ann. de dermat. et syph. 5:290-296, 1924. 

7. Cannon, A. B.: Symmetrical Lipomatosis, Arch. Dermat. & Syph. 15: 
737 (June) 1927. 

8. Hellier, F. F.: Hereditary Multiple Lipomata, Lancet 1:204-205 (Jan. 26) 


9. Osler, W.: Modern Medicine, Philadelphia, Lea & Febiger, 1910, vol. 4, 


p. 571. 
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involvement is familial to the vast number of isolated cases indicates 
that probably two genes are concerned. In a survey of all the cases 
it is apparent that twice as many males as females are affected despite 
Hellier’s contradictory series. 

In the family which we observed there was a collateral type of 
familial occurrence, the number of affected persons being six of nine 
siblings in one generation. Two of those listed as unaffected died in 
infancy. This constitutes the largest incidence of familial involvement 
in one generation that we can find in the literature. The incidence 
showed the characteristic preponderance in males, but it must be borne 
in mind that there was only one female sibling among the nine children, 
although she, like the other siblings over 41 years of age, was affected. 
We were fortunate in obtaining an accurate history. The parents of 
So 
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Chart showing incidence of multiple lipomas. The squares indicate females; 
the circles, males; the black areas, affected persons. 
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the affected generation (generation A) had definitely no evidence of 
the disease, so that the inheritance was of the atavistic trend. Further- 
more, the children of the affected generation (generation C) were for 
the most part within the age at which the tumors have ordinarily become 
apparent and yet they had remained unaffected. It has been our good 
fortune to examine three of the affected persons, and we have obtained 
a tumor for section’? in one case and made a determination of the 
cholesterol content of the blood in others. There is but little doubt that 
the other tumors were lipomas from examination and description. 

In the explanatory chart the first generation is labeled A, the next 
or the affected one is termed B, and the third generation is designated 
as C. The members of each generation are numbered from left to right 
according to age and are identified by the number appended to the 


letter designating the generation. 








10. The tumor was removed by Dr. Richard A. Stiefel. 





HUMPHREY-KINGSLEY—FAMILIAL LIPOMAS 


OBSERVATIONS ON THE FAMILY 


The father and the older males were originally miners; at present their occupa- 
tions are diverse. The family was of Belgian descent. 

A-1.—The father in the first generation died in 1919 at the age of 70 of pneu- 
monia. 

A-2.—The mother in the first generation died of huge cysts of both ovaries. She 
had no history of lipomas. 

(The brothers and sisters of these persons, so far as it was possible to ascertain, 
were all free from tumors.) 

B-1—A 57 year old son had recently noticed a small hazelnut-sized tumor 
between the seventh and the eighth rib on the left side. The tumor was examined 
by us and was undoubtedly a lipoma. No other lesions were present. 

B-2.—The second son had numerous lipomas all over the entire body which 
ranged in size from that of a pea to that of a hen’s egg. He was 55 years old and 
in 1936 had a severe attack of sciatica in both legs. At the time of the report he 
had fully recovered and was in good health. The cholesterol content of his blood 
was 460 mg. per hundred cubic centimeters. He was thoroughly examined, and 
the tumors were determined to be unquestionably lipomas. 

B-3.—The third son, aged 53, had small to walnut-sized tumors on both arms; 
the lesions tended to have a symmetrical arrangement. 

B-4.—The fourth son, aged 52, had a grapefruit-sized tumor on the back of his 
neck for twelve years. Microscopic examination after surgical removal revealed 
it to be a typical lipoma. The cholesterol content of the blood was 217 mg. per 
hundred cubic centimeters. 

B-5.—The only daughter, aged 49, had a small soft tumor on the right elbow, 
undoubtedly a lipoma. 

B-6.—The fifth son, aged 46, had numerous small tumors on both arms which 
had been present for only a few years. 

B-7.—The sixth son, aged 41, showed no evidence of tumors or lipomas, but 
since the tumors did not appear in the other siblings of this generation until 
after he was 40 years of age the probability that tumors would develop was still 
apparent, 

B-8 and B-10.—These two sons died in infancy. 

C-1, C-2 and C-3——The two sons and the daughter of one affected person, 
(B-1), aged respectively, 35, 33 and 31, had no tumors at the time the survey was 
made. 

C-4 to C-11, inclusive—The children of another affected person (B-4), four 
sons and four daughters, whose ages ranged from 13 to 26 years, showed no evi- 
dence of lipomas. 

COMMENT AND SUMMARY 


There have been presented observations on a family in one genera- 
tion of which there was an inherited tendency to single or multiple 
lipomas. The only members of this group who were free from tumors 
were two who died in infancy and one who at the time of the survey 
was not well within the age at which tumors developed in most of the 
siblings. The occurrence of this disorder in six siblings appears to be 


unique in the literature, although a few other cases are reported in 
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which members of several generations had the disease. We think that 
this is of interest genetically and feel that in a decade or so it would 
be instructive to note if members of the third generation, as yet unaf- 
fected, will exhibit tumors as they near the age of 40. 

It is unfortunate that the female offspring in the affected genera- 
tion is childless, as there always is the possibility that some importance 
may be attached to the transmission of such dominant genes through 
the maternal side alone. 

Even if one were to discard a genetic etiology, the plausibility that 
the occurrence of so many affected persons in one generation resulted 
from dietetic or environmental factors is remote. As mentioned, some 
investigators attach importance to the hypercholesterolemia found in 
persons with this disease, and while we noted hypercholesteremia in 
one of our patients who had multiple lipomas, we feel that we can 
draw no conclusions from this isolated case although it does bolster 
the theory. We realize that a vast number of persons have lipomas, 
but when six of seven siblings are affected the mathematical prob- 
ability that the occurrence is a coincidence assumes astronomical pro- 
portions. 

It may appear that we have taken it more or less for granted that 
the tumors in the patients other than the one from whom the biopsy 
specimen was taken were lipomas and not some other form of sub- 
cutaneous tumor. There is, we admit, a certain element of conjecture 
on this score, but the tumors which we have observed were rather 
typical as far as history, appearance and palpable sensation were con- 
cerned; moreover, the descriptions of the tumors which we did not 
observe were exact and left but little doubt as to the character of the 
growth. There are not many subcutaneous tumors beside lipomas which 
produce a soft or softly nodular, gently rounded or projecting mass of 
a painless and quiescent nature and the growth of which is either slow 
or apparently stationary. In this regard it is also important to note 
that the tumors all appeared in the early part of the fifth decade of life, 
and that this was the particular age at which the one diagnosed by 


biopsy occurred. 








EPILATING ACTION OF ETHYL GASOLINE 


H. J. TEMPLETON, M_D. 


GEORGE MICHAEL, Pu.D. 
AND 
J. M. KEY, A.B. 


OAKLAND, CALIF. 


As far as we have been able to ascertain, there are no reports on 
record dealing with any action of tetra-ethyl lead gasoline on the hair. 
Therefore, we are reporting a series of experiments which show that 
when this substance is applied to the hairy skin of experimental animals 
temporary loss of hair results and that if such applications are continued 
over a sufficient period death of the animal follows. Although we are 
not certain that this phenomenon has any bearing on loss of hair in 
human beings, the following report is that of a case of alopecia areata 
(totalis) which originally aroused our interest in this subject : 


REPORT OF <A _ CASE 

C. H. P., an American-born white man aged 43, reported to us on Aug. 5, 1935, 
complaining of loss of every hair on his body. He stated that he had worked 
as an automobile mechanic for fifteen years, during which time he handled various 
gasolines without noting any particular loss of hair. From Feb. 19 to Feb. 23, 
1935, he worked around and under an automobile, removing greases and oils 
from the motor and chassis by means of gasoline atomized through a spray gun. 
During this process he inhaled the vapor throughout most of the day. He stated 
that he had ascertained later that the gasoline which he used was treated with 
tetra-ethyl lead. It was not the heavily treated variety sold at a premium. 

Three days after completing this job he noted sudden loss of the hair of his 
left eyebrow, most of the right eyebrow and about one third of his scalp. Within 
a month two thirds of the hair on his scalp had fallen out, and by May 1935 he 
had lost every hair on his body. 

He reported to his general physician, who “found no evidence of lead poisoning” 
and who found his Wassermann reaction to be negative. We could obtain no 
history of illness, accident or emotional strain antedating the loss of his hair, nor 
did he present any of the subjective symptoms of lead poisoning. 

A general physical examination revealed nothing of interest except the absolute 
absence of hair anywhere on his body. His reflexes were all normal. His blood 
count shewed 4,920,000 red blood cells, 90 per cent hemoglobin, a color index 
of 0.91, 6,600 white blood cells, 65 per cent polymorphonuclears, 30 per cent small 
lymphocytes and 5 per cent large lymphocytes. The morphologic picture was 
normal. No stipple cells were seen. Dr. Gertrude Moore reported that his urine 
contained slightly more lead than normal. One of us (G. M.) found only a slight 


Read at the Sixtieth Annual Meeting of the American Dermatological Asso- 
ciation, Inc., Cresco, Pa., June 3, 1937. 
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increase in the patient’s urinary lead (spectroscopically) and found no abnor- 
mality in the basophilic aggregate. (It should be remembered that all these tests 
for lead were done eight months after he was exposed to the substance.) 

The patient has been observed by us for twenty months. He has remained in 
perfect health but has shown no regrowth of hair on his scalp or body. 


EXPERIMENT 1 

Twenty-four adult rats in good condition were divided into four groups of six 
and treated with (1) kerosene, (2) regular third grade (no tetra-ethyl) gasoline, 
(3) regular gasoline with tetra-ethyl and (4) premium ethyl gasoline, respectively, 
the lower third of each rat being dipped in the fluid and the animal placed in an 
individual wire cage in a well ventilated room. 

In the first group there were no deaths. The rats did not appear irritable 
following treatment. The rats of the second group were somewhat noisy and 
irritable, but there were no deaths. The third group of rats were very noisy and 
irritable, and there were two deaths. In the fourth group the rats were very noisy 
and irritable, and there were six deaths within twelve hours. 


EXPERIMENT 2 

Fifty-one rats were painted three times a day for one week over a surface of 
about 5 square centimeters on the back. Five rats painted with kerosene did not 
mind the application. The skin and the hair remained normal. Five rats painted 
with regular third grade gasoline resisted the application. The skin became some- 
what scaly, but there was no loss of hair. Twenty rats painted with regular 
gasoline with tetra-ethyl became noisy after the application, as though they were 
in pain. The skin became scaly. At the point of application most rats became 
entirely free from hair and in the others the hair was very thin. It was thinner 
also in the area around the point of application. In six old rats painted with 
regular gasoline with tetra-ethyl the results were the same as those for the twenty 
younger animals. Of fifteen rats treated with premium ethyl gasoline, four died 
during the week. The hair was completely gone in the surviving rats at the 
point of application and also for several centimeters on each side. The skin was 
scaly and thin, and the hair could be washed off these areas with soap and water. 


EXPERIMENT 3 
In order to rule out the possibility that the toxic effects were due to the 
animals’ having licked the gasoline from the sites of application, experiment 2 
was repeated in the same manner, except that the animals’ heads were placed in 
stalls. The results were the same as in the other experiment. 


EXPERIMENT 4 
Guinea-pigs were painted three times a day for one week over a surface of 
about 5 square centimeters on the back. Two of them were painted with regular 
third grade gasoline (containing no ethyl). There was no resulting mortality 
or loss of hair. On six guinea-pigs regular gasoline with tetra-ethyl was used, 
and within ten days all of them lost hair at and around the site of the application. 


EXPERIMENT 5 


Rabbits were painted three times a day for one week on an area of the back 
of about 5 square centimeters. Two of the animals were painted with regular 
third grade gasoline (containing no ethyl). There was no resulting mortality or 
loss of hair. Six rabbits were painted with regular gasoline with tetra-ethyl, 
and all of them lost hair at and around the site of the application within ten days. 
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EXPERIMENT 6 
Because of our fear of the toxic action of tetra-ethyl lead gasoline, our experi- 
ments on human beings were probably performed too cautiously for their results 
to be of much value. Three adult male physicians rubbed the nonpremium tetra- 











Fig. 1—The rat on the right shows no epilation after three applications daily 
plain gasoline for one week. The one on the left was treated over a similar 
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period with ethylized gasoline (not “premium”) (experiment 2). 


ethyl lead gasoline onto the hairy portion of the thigh twice daily for three days 
An area about 3 inches (7.6 cm.) in diameter was covered. No dermatitis or 


epilation followed. 








aoe ee ee, ee 








38 ARCHIVES OF DERMATOLOGY AND SYPHILOLOGY 


HISTOPATHOLOGIC OBSERVATIONS 

For purposes of comparison, figure 2 shows the skin of one of 
the control rats which had been painted with ordinary gasoline (contain- 
ing no ethyl) three times daily for ten days. No loss of hair or deviation 
from the normal histologic picture can be noted. 

Figure 3 shows the skin of a rat on the tenth day of treatment with 
gasoline containing tetra-ethyl lead. There is marked formation of scales 
and crusts in the stratum corneum. The corium is infiltrated by a dense 
mass of polymorphonuclear leukocytes. The blood vessels are markedly 














Fig. 2—No epilation appears after ten days’ application of plain gasoline to 


a rat. 


dilated and engorged. There is total disappearance of hair and an almost 
complete destruction of hair follicles and sebaceous glands. 

Figure 4 shows the skin of a similarly treated rat on the fourteenth 
day. It demonstrates complete loss of hair, without the intense inflam- 
matory reaction seen in figure 3. 

Sections made on the sixteenth, the eighteenth and the twentieth day, 
i. e., six, eight and ten days after the applications had been discon- 
tinued, demonstrated the gradual regrowth of the hair. In figure 5 
there is almost complete restoration to normal, except that the hair 


shaft has not reached the surface. 
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Fig. 3.—Intense inflammatory reaction and complete epi'ation after ten days’ 
application of ethylized gasoline to a rat. 








Fig. 4—Complete epilation but little inflammation four days after end of ten 
days’ treatment of a rat. with ethylized gasoline. 
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COMMENT ON TETRA-ETHYL LEAD GASOLINE 


Increases in recent years in the quantities of tetra-ethyl lead manu- 
factured for use in ethyl gasoline throughout the world have greatly 
enlarged the scope of the industrial hygienic problem associated with the 
control of the hazards accompanying the manufacture of the product 
and its blending into motor fuel. Experiments performed so far seem to 
indicate that tetra-ethyl lead added to gasoline in the maximum pro- 
portion (1:1260) now allowed by the purveyors of the compound is 
free from harmful effects. 

Although our report is supposed to be concerned chiefly with tetra- 
ethyl lead gasoline, it might be convenient at this point to review some 














Fig. 5.—Nearly complete regeneration of hair follicle ten days after end of ten 
days’ treatment of a rat with ethylized gasoline. 


of the facts concerning tetra-ethyl lead, since its addition to gasoline 
gives the fuel the distinguishing characteristic on which our experiments 
are based. Though tetra-ethyl lead has been the subject of experiments 
since its discovery in 1852, no cases of poisoning due to it were reported 
in the literature until October 1924, some months after manufacture of 
the compound in commercial quantities was begun. 

In man poisoning is produced as a result of the inhalation of the 
vapor of tetra-ethyl lead and as a result of cutaneous absorption. Usually 
illness in men has been the result of the combination of cutaneous 
absorption and inhalation of vapor over a considerable period. How- 
ever, acute, even fatal poisoning may result from exposure either to a 
high concentration of vapor for a comparatively short time (several 
working days) or to the continued presence of a large quantity on a 
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large surface. Tetra-ethyl lead is not immediately corrosive when applied 
to living tissue, but after the skin has been exposed to it for some time 
necrosis results. If it is allowed to remain on the skin for half an hour 
or more, little or no sensation is produced, but desquamation occurs 
after a day or two, leaving white and glistening patches. 

Tetra-ethyl lead is a colorless oily liquid (specific gravity, 1.659) 
with a sweetish odor. It has an appreciable vapor pressure at ordinary 
temperatures, one liter of air at usual temperatures containing 5 mg. of 
the material when saturated. It is insoluble in water, soluble in alcohol 
and acetone and miscible with fats and oils. It is the last property 
that makes available an important avenue of absorption (the skin), 
and the permeability of the pulmonary epithelium to the material is 
marked. 

Tetra-ethyl lead possesses such toxic qualities that there was for 
some time a justifiable fear that its use as an admixture with gasoline 
would present a danger to the public health, especially to the health of 
persons who had to deal with gasoline and its combustible products, 
such as gasoline tank attendants and motor mechanics. Experience has 
shown, meanwhile, that this fear was entirely unfounded. No single 
case of poisoning as a result of the use of tetra-ethyl lead gasoline has 
until now been recorded. It has furthermore been established that 
gasoline containing such smail quantities of tetra-ethyl lead as are found 
in ordinary ethyl gasoline has not those dangerous toxic properties which 
actual tetra-ethyl lead has, especially the capacity for resorption through 
intact skin. 

Kehoe and Thamann ' in 1928 published the report of an investiga- 
tion of 164 persons who had been exposed to ethyl gasoline. Clinically 
the subjects showed no symptoms of the presence of lead, and the 
mucrochemical analyses revealed no increase in the resorption of lead of 
those exposed to ethyl gasoline over that of the control group. A similar 
investigation of 329 persons, published in 1934 by Dr. Kehoe and his 
associates,” gave the same result. In 1934, the National Health Service 
of Denmark * subjected to clinical examination 215 persons, of whom 
107 were tank attendants, 61 mechanics and 47 chauffeurs and all of 
whom had been exposed to ethyl gasoline for about one year. No 
symptoms of lead poisoning were found in any of those examined! 

In the papers we have read so far that contain results of intensive 
studies on ethyl gasoline, no mention is made of its effects on the hair. 


1. Kehoe, R. A., and Thamann, F.: Behavior of Lead in Animal Organism, 
Am. J. Pub. Health 18:555 (May) 1928. 

2. Kehoe, R. A.; Thamann, F., and Cholak, J.: Appraisal of Lead Hazards 
Associated with Distribution and Use of Gasoline Containing Tetraethyl Lead, 
J. Indust. Hyg. 16:100 (March) 1934. 

3. Lind, G.: Investigation of Morbific Properties of Ethyl Gasoline, J. Indust. 
Hyg. & Toxicol. 18:37 (Jan.) 1936. 
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Iendeavors to find persons demonstrating such a relation at the Uni- 
versity of California Hospital in San Francisco met with no success. 
We made contact with Dr. Kehoe and learned, after an inquiry into his 
experiments, that tetra-ethyl lead gasoline had had no effect on the 
hair or the hair follicles of the men in his controlled experiments. In 
1928 Kehoe and Thamann worked with 164 subjects; in 1934 they and 
Cholak worked with 329 subjects. Dr. Kehoe’s experiments were 
carried out on human beings. 
CONCLUSIONS 

From the experiments described we conclude that when gasoline 
of the brand which we used, containing 0.03 per cent tetra-ethyl lead 
and 0.02 per cent ethylene dibromide, is applied to the skin of rats, 
guinea-pigs or rabbits, loss of hair results in the areas to which the 
gasoline has been applied and in varying degrees lateral to the point 
of application. Regrowth of hair can be noted clinically in about three 
or four weeks and is complete in about seven weeks. If the stronger 
(“premium”) gasoline, containing larger amounts of tetra-ethyl lead, 
is used for a week, approximately one fourth to one third of the 
animals die. Control animals treated with kerosene or plain gasoline 
are not affected. Further work is being done to determine which com- 
ponent or combination of components of the tetra-ethyl lead gasoline 
is responsible. 

Although we are certain that tetra-ethyl lead gasoline has an epilating 
effect when applied to the skins of experimental animals, we are uncer- 
tain as to what bearing these findings may have on loss of hair in the 
human being, as in the case of alopecia areata totalis reported in this 
paper. One object in reporting this case and our experimental work 
is to create discussion and to bring to light any similar cases in human 
beings, if any exist. 

“ABSTRACT OF DISCUSSION 

Dr. E. WittiAm Apsramowitz, New York: In a paper on lead poisoning 
Lanza (J. A. M. A. 104:86 [Jan. 12] 1935) stated that tetra-ethyl lead will pene- 
trate the skin. Aub and his associates (Medicine 4:1, 1925) pointed out that 
tetra-ethyl lead behaves like other lead compounds and, like them, ultimately 


Lead appears in the hairs only after long-continued exposure. 


collects in the bones. 
As thallium is the only 


Alopecia is not mentioned in any report on plumbism. 
metal known to cause loss of hair on the scalp, it is desirable to find out if in 
some way this element found its way into the tetra-ethyl lead gasoline employed 
in this particular instance. 

Dr. Joun H. Stokes, Philadelphia: I wish to ask whether in any other 
medium tetra-ethyl lead will dissolve hair. Has it any keratolytic action? 

Dr. H. J. Tempieton, Oakland, Calif.: We considered the possibility that 


the alopecia was due to poisoning by thallium but could find none of the metal in 


the patient’s urine on spectroscopic examination. 
We appreciate Dr. Stokes’ suggestion and will follow it in our future investi- 


gations. 














MANAGEMENT OF METASTATIC CARCINOMATOUS 
GLANDS IN THE NECK 


W. H. GUY, MD. 
AND 
F. M. JACOB, MD. 


PITTSBURGH 


In reviewing cases of carcinoma in and about the oral cavity during 
the last few years we have been impressed by the high percentage of 
cures in cases in which there were no metastases and with the almost 
insurmountable difficulties of therapy when the carcinoma has invaded 
the cervical glands. We have observed cures when palpable glands 
have been present, and we have encountered cases in which a metastatic 
malignant growth caused death although no involvement of the glands 
could be demonstrated at the time the primary growth was treated. In 
an attempt to answer some of the questions raised by these facts we 
have searched the literature and present here the results of this study, 
as well as our own results. On the whole, the data are rather unsatis- 
factory. Numerous articles reviewed have not been utilized because 
of prejudicial statements of opinion not backed by sufficient clinical or 
histologic evidence. Others were rejected because of glowing reports 
on cases in which the period of observation was too short to warrant 
conclusions. Again, reports of apparently excellent results were dis- 
counted when it was found that involvements of the lip were classified 
with intra-oral lesions. In fact, the more reading was done, the more 


confusing the material became. We are therefore reporting our technic 


and results in a selected series of cases, in all of which the condition 
was proved to be epidermoid carcinoma of the lip and the oral cavity, 
and are presenting a statistical study bearing on the questions that have 
confronted us in this work. In all cases of intra-oral involvement and 
all cases in which enlargement of the cervical glands was present at the 
time of the first examination the possibility and the advisability of 
surgical treatment were considered. Some patients were referred else- 
where, and the others constitute the series here presented. The condi- 
tion in a good percentage of the cases could be classed as early, and in 
only a few was the involvement on the borderline of the practically 


hopeless. 


Read at the Sixtieth Annual Meeting of the American Dermatological Asso- 
ciation, Inc., Cresco, Pa., June 3, 1937. 
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TECHNIC 


In every case a biopsy specimen was taken, and epidermoid carcinoma, grade 1 to 
4, was demonstrated. In cases of involvement of the lip removal of a biopsy speci- 
men was immediately followed by complete electrodesiccation and roentgen irra- 
diation. In cases of intra-oral involvement, nonremovable platinum radium 
emanation seeds, each yielding from 1 to 1.5 millicuries, were embedded in each 
estimated cubic centimeter of tumor tissue, care always being taken to encircle 
the lesions entirely in apparently normal tissue as well. In all cases a double 
erythema dose of filtered radiation was applied to the gland-bearing area, and 
either this procedure was repeated in six weeks or 40 per cent of the original 
dose was applied twice at three week intervals. This produced in all cases a 
marked erythema, and in some cases the reaction was just short of epidermitis. 
All patients were kept under observation for at least one year and requested to 
report thereafter if any untoward symptoms appeared on either the lip or the 
neck. About 25 per cent were seen after more than three and some after as 
many at six years. The shortest period of observation was one and one-half 
years. 

There were thirteen patients with involvement of the upper lip. Of these, 
twelve are alive. In one case there were palpable glands when treatment was 
begun. The patient died eight months later. 

There were twenty-six patients whose lower lip was involved. Of these, 
twenty-three are alive and well. Three had palpable glands when treatment was 
begun, and in one they developed six months after the beginning of treatment. 
Of the three patients who died, two had palpable glands when they were first 
seen and in one they appeared six months after treatment of the primary growth. 
In one case there was a severe recurrence following surgical treatment. 


Of nineteen patients with intra-oral carcinoma, fourteen are alive and well. 
Of these, the buccal mucosa was affected in four cases, the palate in one, 
the tongue in four, the gums in three and the floor of the mouth in two. There 
were palpable nodes in two cases, affecting the buccal mucosa in one and the 
gums in the other. Of the nineteen cases, five terminated fatally, including two 
in which the tonsillar area and one in which the floor of the mouth was affected. 
In both patients with involvement of the tonsillar area there were palpable glands 
at the time of the first examination. All five deaths resulted from metastases. 


We realize that the period of observation in a good many of our 
cases has been too short to warrant any conclusions and that it is likely 
that our percentage of cures will be less after five years than it appears 
to be now. We have been impressed with the comparatively good 
results as far as the primary growth is concerned and with the futility 
of treatment of definitely malignant involvement of the glands. The 
following material represents results of a survey of the literature for 
answers to questions that have arisen in connection with our work. 


INTERVAL BEFORE GLANDULAR INVASION AND THE TYPE 
OF THE SECONDARY GROWTH 


Although there are relatively few data on the question of the interval 
before glandular invasion, all authors have agreed that invasion some- 
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times occurs early. In general, the less differentiated the primary 
growth may be, the sooner metastases occur. Again, the location of 
the primary growth must be considered. A growth in the floor of the 
mouth, at the base of the tongue or in the tonsillar region metastasizes 
-arly. Rowntree, cited by Lane-Claypon,' reported the average interval 
between the onset of the disease and the appearance of enlargement 
of the glands as seven and six-tenths months, while in a group of 
patients with no metastases the average duration of the condition was 
five months. Simmons? reported an average interval of six and six- 
tenths months before glandular invasion and a duration of four months 
for localized conditions. Berven* placed the average interval before 
invasion at five or six months. 

Numerous authors reported the secondary growth to be either of 
the same grade of malignancy or less differentiated than the primary 
growth. In keeping with these general findings, Broders* reported 
in a series of cases that no metastases were found from grade 1 primary 
growths and that all grade 4 primary lesions invaded the glands at 
an early stage of the disease. Coutard® called attention to the fact 
that metastatic glands from undifferentiated tumors are large (from 
5 to 7 cm.), soft, indefinite, mobile, accompanied by periadenitis and 
locally tender, while those from well differentiated tumors are small, 
hard and not tender but accompanied by radiating pains. A consider- 
able percentage of palpable glands are hyperplastic or inflammatory, 
a fact that is demonstrated in the following section. 


PERCENTAGE OF PALPABLE GLANDS FOUND TO BE MALIGNANT 


Statistics obtained from surgical and pathologic studies when block 
dissection was employed as a routine supply some interesting facts. 
Blair, Brown and Womack®* reported 114 cases, in which they had 
found metastases to the glands in 65 per cent. Broders* reported 
positive evidence of metastases to the glands in 61.53 per cent of his 
cases. Simmons?‘ reported that 45 per cent of small palpable glands 
observed by him were not cancerous. Kennedy * reported 98 cases in 


1. Lane-Claypon, Janet E.: Report on Cancer of the Lip, Tongue, and Skin, 
Reports on Public Health and Medical Subjects, no. 59, London, His Majesty’s 
Stationery Office, 1930. 

. Simmons, C. C.: Surg., Gynec. & Obst. 43:377, 1926. 

. Berven, E. G.: Acta radiol. 8:473, 1927. 

. Broders, A. C.: Texas State J. Med. 29:520, 1933. 

Coutard, H.: Laryngoscope 46:407, 1936. 

Blair, V. P.; Brown, J. B., and Womack, N. A.: Ann. Surg. 88:705, 1928. 
. Simmons, C. C.: Am. J. Roentgenol. 26:5, 1931. 

. Kennedy, R. H.: Ann. Surg. 99:81, 1934. 
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which there had been block dissection of palpable glands, of which 
33 per cent showed a malignant process and 67 per cent showed only 
hyperplasia. Metastasis to lymph nodes was diagnosed 67 times by 
Dutty,® but the microscope failed to verify the clinical diagnosis in 
25 per cent of the cases. Fischel *® reported 112 cases in which there 
were enlarged nodes, in 28 per cent of which the condition proved to 
be simple hyperplasia. Wile and Hand" found that only 17 per cent 
of enlarged cervical glands showed metastases. Thus it may be seen 
that approximately 25 per cent of palpable glands are not carcinomatous. 


INCIDENCE OF CARCINOMATOUS, NONPALPABLE GLANDS 


Kennedy * found carcinomatous glands in 14 per cent of cases in 
which none were palpable. Simmons‘ found an incidence of metastases 
of 34 per cent in clinically normal glands. Fischel?® found cancer in 
two of thirteen patients who were apparently free from enlarged glands. 
Wile and Hand" stated that metastases are found almost never in 
cases of early involvement and rarely in cases in which the condition 
is moderately advanced without palpable nodes. However, it must 
be emphasized that the absence of palpable glands does not rule out 
metastases. 

SURGICAL MORTALITY 

Fischel '* reported a mortality of 5.7 per cent when dissection of the 
neck was done after healing of the primary operative wound. When the 
primary lesion was removed and the neck dissected at one time the surgi- 
cal mortality was 21 per cent. Blair and Brown * reported a surgical 
mortality of 4.9 per cent for dissection alone and of 34 per cent for 
the combined procedure. Lane-Claypon,’ reviewing the results of opera- 
tion in cases of cancer of the tongue, reported an average surgical mor- 
tality of 17 per cent prior to 1900 and of 14.5 per cent after that date. 
Butlin’s '* figure for surgical mortality was 10 per cent. Simmons ? 
reported a surgical mortality of 8 per cent. Wile and Hand * reported 
a surgical mortality of 1.03 per cent for suprahyoid dissection. 


SURGICAL RESULTS 
Fraser ** recorded two year cures in 33.8 per cent of cases in which 
surgical treatment had been employed. Bloodgood *® reported cures 


9. Duffy, J. J.: Am. J. Roentgenol. 29:241, 1933. 

10. Fischel, Ellis: Am. 9. Surg. 24:716, 1934. 

11. Wile, U. J., and Hand, E. A.: Cancer of the Lip: Results of Therapy in 
Four Hundred and Twenty-Five Cases Followed from One to Ten Years, J. A. 
M. A. 108:374 (Jan. 30) 1937. 


12. Fischel, Ellis: Am. J. Roentgenol. 29:238, 1933. 
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13. Blair, V. P., and Brown, J. B.: Ann. Surg. 98:650, 1933. 
14. Butlin, H. T.: Brit. M. J. 2:1, 1909. 

15. Fraser, John: Ann. Surg. 96:488, 1932. 
16. Bloodgood, J. C.: Ann. Surg. 96:888, 19: 
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in 50 per cent of cases of metastases from the lower lip and in 10 per 
cent of those from the floor of the mouth. Fischel '* reported five year 
cures in 68 per cent of cases in which the glands were not involved 
and in 35 per cent of cases in which there were glandular metastases. 
Excluding the cases- in which the lip was involved, he obtained cures 
in 63 per cent of patients without and 25 per cent of patients with 
metastases to the glands. Judd and New,"* in agreement with Simmons, 
reported cures in 35 per cent of cases in which no metastases were 
present and in 5 per cent of those in which malignant glandular metas- 
tases were found. Of 59 patients with cancer of the tongue, New ' 
reported 37.2 per cent to be alive five years after operation. Butlin ' 
recorded cures in 28 per cent of cases, Blair and Brown ** in 22 per 
cent and Kennedy * reported cures in 54 per cent. Wile and Hand ' 
reported five year cures following suprahyoid dissection in 40 per cent 
of cases in which the presence of carcinoma had been proved histo- 
logically. It is to be remembered that these are results obtained in 
cases in which the condition was operable, and in the hands of skilled 


surgeons. 


RESULTS WITH IRRADIATION ALONE OR COMBINED WITH 
CONSERVATIVE SURGICAL TREATMENT 
Coutard ** obtained five year cures in 23 per cent of cases of carci- 
noma of the tonsillar region by his method of intensive treatment with 
filtered roentgen rays. In his cases there were metastases to the glands. 
Of a series of 556 cases, Berven *° reported five year cures in 24 per 
cent. He utilized bipolar coagulation, implantation of radium needles 
and intensive treatmient with filtered roentgen rays. Pfahler,*' using 


coagulation and roentgen rays and radium irradiation, recorded five 
year cures in 27.2 per cent-of-cases. Schreiner and Mattick ** reported 
cures in 29.6 per cent of a series of 38 cases in which glands were 


palpable. Duffy ® used roentgen and radium irradiation and surgical 
methods (the latter in selected cases) in 1,363 cases, in which the glands 
were not palpable in 963 instances, were operable in 175 and were 
inoperable in 205. He advised strongly against routine dissection of 
glands, recommending surgical procedure when palpable glands are 
limited to the same side of the neck as the primary growth. Of the 


17. Judd, E. S., and New, G. B.: Radiology 9:380, 1927 
18. New, Gordon B.: Am. J. Surg. 30:46, 1935. 

19. Coutard, H.: Am. J. Roentgenol. 28:313, 1932 

20. Berven, E. G.: Am. J. Roentgenol. 28:332, 1932 

21. Pfahler, George: Radiology 23:472, 

22. Schreiner, B. F., and Mattick, W. | 
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963 patients whose glands were not palpable on admission, 80 per cent 
remained free from glandular involvement during two years of obser- 
vation. Duffy obtained cures in 6.2 per cent of cases in which the 
nodes were operable. Quick,”* utilizing radium and roentgen irradia- 
tion and surgical procedures in a series of cases in which the tongue 
was the site of involvement, reported five vear cures in 25 per cent 
of cases. 
PROPHYLACTIC THERAPY 
Murphy, Maisin and Sturm * grafted both groins of rats with mouse 
cancer, one groin having been exposed to 1 erythema dose of roentgen 
radiation one week previously. A growth was obtained on the untreated 
side in 83.6 per cent and on the treated side in only 28.6 per cent of 
cases. Of 189 patients who had. received a full erythema dose of 
roentgen irradiation to the gland-bearing area, Stewart ?° reported 
development of metastases to the glands in 16.4 per cent. Duffy ® 
reported later development of metastases in 23.5 per cent of cases in 
which there were no nodes at admission. It would seem worth while 
to apply prophylactic roentgen radiation to the gland-bearing area in all 
cases of carcinoma in and about the oral cavity. 


COM PARISONS 


In 1930 Lane-Claypon* published an extensive monograph com- 
paring surgical and radiologic results in carcinoma. She found cures 
to follow surgical treatment in from 20 to 25 per cent of cases, accom- 
panied with an operative mortality of from 7 to 12 per cent. With 
irradiation the rate of three year survival was 37.8 per cent. She con- 
cluded that with improved knowledge of the possibilities and the limita- 
tions of radiotherapy the rate of survival for patients with cancer of 
the tongue will improve. In 1933 Lund and Holton ** made a similar 
comparison in 1,226 cases and reported that they could arrive at no 
conclusion regarding the choice of treatment. When one considers the 
type of cases reported and the surgical mortality, in conjunction with 
the reported percentage of cures, it is difficult to point out any material 
advantage in relying on either irradiation or surgical treatment alone. 
Analysis, however, does definitely indicate that a judicious combination 
of irradiation and conservative surgical treatment in selected cases 
increases the percentage of permanent cures. 


23. Quick, Douglas: Personal communication to the authors. 

24. Murphy, J. B.; Maisin, J., and Sturm, E.: J. Exper. Med. 38:645, 1923. 
25. Stewart, C. B.: Am. J. Roentgenol. 29:234, 1933. 

26. Lund, C. C., and Holton, H. M.: New England J. Med. 208:775 (April 


13) 1933. 
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CONCLUSIONS 

1. Carcinoma in and about the oral cavity of grade 4+ malignancy, 
with or without glandular involvement, is fatal. 

2. Carcinoma of the same location of grade 2 or 3 malignancy, 
without glandular involvement, is usually amenable to treatment and 
seldom produces early metastases. 

3. Carcinoma of grade 1 malignancy is rare in that location. 

4. Certain patients with palpable glands survive, whereas others 
without palpable glands die of metastases in spite of routine heavy 
irradiation of the glandular area. 


5. The earlier the treatment is instituted, the better is the prognosis. 


6. The treatment of definite glandular metastases is usually futile. 
They are generally more resistant to treatment than the original growth. 
Since in only two cases of oral involvement did we fail to eradicate 
the original growth, we believe that not one of our patients with 
definite metastatic nodes was saved by surgical treatment, irradiation 
or a combination of the two. 


7. Ina certain percentage of cases palpable glands are not malignant, 
and certain nonpalpable nodes harbor carcinomatous cells. 

8. It is impossible to state at this time what the best procedure is 
for the treatment of metastatic nodes. Apparently a combination of 
irradiation and conservative surgical treatment offers the best prospects 
in a selected group of cases. 


7026 Jenkins Arcade. 
ABSTRACT OF DISCUSSION 


Dr. J. FRANK FRASER, New York: I was impressed by what Dr. Guy said 
in regard to the prognosis in cases in which the lymph nodes in the neck were 
not palpable. Absence of palpable nodes does not necessarily mean a favorable 
prognosis. I recall a case of a primary growth in the tongue with a microscopic 
picture of grade 1 carcinoma and with no palpable nodes. The tumor was widely 
excised, but the patient died of metastases within a year. 

Radical dissection is practiced at the Memorial Hospital for the Treatment 
of Cancer and Allied Diseases only (1) when aspiration biopsy has given positive 
results; (2) when the primary lesion has healed; (3) when only a single node 
is involved, which is freely movable and on the same side as the primary tumor. 
(Penetration of the capsule by cancer cells is a contraindication to radical 
dissection. ) 

The present trend at the Memorial Hospital for the Treatment of Cancer 
and Allied Diseases is against radical dissection of nodes in the neck and in 
favor of a combination of conservative surgical treatment and irradiation. 

Dr. M. F. ENGMAN Jr, St. Louis: In cancer of the lip there are many 
factors that should be taken into consideration. In the clinic the lesions are 
seen, on an average, much later than in private practice. In private practice 
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my associates and I see everything from leukoplakia to the more fully developed 
lesions, but cases in which the lesion is fully developed are rare. Our statistics, 
if we had any, would be based on cases of early involvement. Several years 
ago my father and Dr. W. H. Mook bought a large supply of radium and used it 
extensively. Many cases in our records are twenty years old, but they were 
cases in which the condition came under observation at an early stage and was 
treated rather heavily. We are not now using the dosage that was used then, 
and we have beautiful results. Those patients in whom palpable glands devel- 
oped later were operated on by dissection of the neck. Our feeling is that if the 
lesion is in an early enough stage we should watch the patient for five years, 
and if palpable glands develop we can perform a dissection of the neck if neces- 
sary. As a general thing, we still have good results even though we are not 
using roentgen therapy or applying filtered radiation to the neck. 

Dr. EuGeNne F. Traus, New York: For the past seventeen or eighteen 
years I have had occasion to follow rather closely Dr. R. H. Kennedy’s cases 
of carcinoma involving the lip or the mouth. In addition to the data in his paper 
just cited, he has recently compiled further data, not yet published, on some 
250 carefully followed cases. The trend at the Skin and Cancer Unit of the 
New York Post-Graduate Medical School and Hospital, as at the Memorial 
Hospital for the Treatment of Cancer and Allied Diseases, has been not to do 
such extensive dissections as were formerly done. In the past, when there was 
a lesion on the right side of the lip, an extensive block dissection of the nodes 
on the right side of the neck was done. If the lesion was situated in the center 
of the lip, both sides of the neck were completely dissected. Instead of doing 
such a complete dissection at the present time, only the submental and submaxil- 
lary nodes are removed in all cases, the dissection not being carried below the 
digastric muscle. Only when definitely palpable nodes are present in the begin- 
ning is a more extensive dissection done. It was found that malignant metas- 
tases were present in 20 per cent of Dr. Kennedy’s cases. In 14 per cent of his 
cases there were no palpable nodes at the time of operation; yet malignancy was 
found to be present. This figure justifies the contention of the surgeon that this 
less radical dissection of the neck should be made in all cases, because if this 
had not been done in the group just noted, metastasis might have followed with 
a hopeless outlook for the patients, rather than the comparatively good prognosis 
they were given by the early operation. In cases in which malignant nodes were 
removed surgically, the chance of a five year cure was from 35 to 40 per cent. 
The figures were, of course, much better in cases in which there was no involve- 
ment of the nodes. In Dr. Kennedy’s early series of cases there was a high 
percentage of hyperplastic nodes because all patients were sent in as a routine 
for dissection of the neck. Dr. Kennedy’s feeling is that surgical treatment and 
irradiation present about equal chances for cure, as far as the primary lesion is 
concerned, and that irradiation of the nodes has been, in his experience, of little 
benefit. 

Dr. F. M. Jacos, Pittsburgh: As Dr. Guy stated in the paper, we were con- 
fronted some years ago with the problem of having patients come into the office, 
wanting to know if they could be cured. We would answer, “I think so,” “per- 
haps,” or “no.” Then the question of the method of treatment would come up, and 
we found that when surgical treatment and irradiation were explained to the 
patients they would ask which gave the best promise. In many instances we were 
uncertain. Frequently a patient decided that he would prefer to remain ambulatory 
during the treatment, if possible. For that reason we employed irradiation and the 
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implantation of the platinum seeds in these cases seemed to produce beautiful 
results. The reaction is no greater than that to intra-oral roentgen therapy. Irra- 
diation of the neck causes no particular discomfort, and a patient is able to carry 
on any type of work as if nothing were being done. We have used irradiation of 
the neck as routine partly, as Dr. Guy said, because, even though cancer cells are 
not killed, there may be some effect in retarding the growth. 

siopsies have been most important because we have found that after a poor 
result if a section has not shown high grade malignancy, frequently a study of 
further sections showed a higher degree of malignancy. Aspiration biopsy has been 
of great value in these cases, for material can be removed easily, with no dis- 
figurement, and it is possible to continue the ambulatory type of treatment. 





: 
ke 


en ee 


THE LEUKOPENIC INDEX TEST IN ATOPIC 
DERMATITIS 


E. M. RUSTEN, M.D. 


MINNEAPOLIS 


The leukopenic index test described by Vaughan’? was considered 
by him to be of value in discovering the offending food in certain allergic 
diseases. The test is made as follows: Two white blood cell counts 
are made at ten minute intervals while the patient is fasting ; the patient 
then eats the food to be tested, and additional counts are made at fifteen 
minute intervals for the first hour, with a final count at the end of one 
and one-half hours. A mean is established between the two counts made 
during fasting. A drop of more than 1,000 cells below that point is 
considered a positive reaction ; a drop of less than 1,000 cells, if it occurs 
in all or nearly all the counts, is also considered positive. A fluctuation 
of 1,000 above or below the mean is considered normal. 

This test has been applied to patients with bronchial asthma,’ head- 
ache,’ peptic ulcer,’ hay fever * and allergic rhinitis.* Little considera- 
tion in this respect has been paid to atopic dermatitis by either allergists 


or dermatologists. 


Read before the Section on Dermatology and Syphilology at the Eighty-Eighth 
Annual Session of the American Medical Association, Atlantic City, N. J., June 
9, 1937. 

From the Division of Dermatology, University of Minnesota, Dr. H. E. 
Michelson, Director; and the Dermatology Clinic, Minneapolis General Hospital, 
Dr. S. E. Sweitzer, Chief. 
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Preliminary Report, J. Allergy 5:601 (Sept.) 1934; (b) Further Studies on the 
Leucopenic Index in Food Allergy, ibid. 6:78 (Nov.) 1934. 

2. (a) Zeller, M.: Leucopenic Index in Intractable Asthma, M. J. & Rec. 
69:5 (Jan.) 1936. (b) Rinkel, H. J.: The Leucopenic Index: Ii. Concerning 
the Nature of Food Sensitization in Intractable Allergic Diseases, J. Lab. & Clin. 
Med. 21:814 (May) 1936. 

3. Gay, L. P.: Gastro-Intestinal Allergy: IV. The Leukopenic Index as a 
Method of Specific Diagnosis of Allergens Causing Peptic Ulcer, J. A. M. A. 
106:969 (March 21) 1936. 

4. Rinkel, H. J.: The Treatment of Seasonal Hay Fever: II. The Value 
of a Prescribed Diet as an Adjunct to Specific Pollen Therapy, Clin. Med. & Surg. 
43:211 (May) 1936. Rinkel.?» 
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Mahoney, Charles: The Treatment of Allergic Rhinitis, with Particular Reference 
to Ionization and the Control of Chronic Vasomotor Rhinitis, J. A. M. A. 108:251 
(Jan. 23) 1937. 
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Vaughan in a subsequent publication ° clearly gave his reasons for 
the use of the leukopenic index test in studying atopic diseases and sum- 
marized his ideas as follows: (1) The test must be based on established 
facts; (2) the measure of response must be the rule rather than the 
exception; (3) there must be a reasonbly high degree of accuracy, and 
(4) the method must be as simple as is consistent with reasonable 
accuracy. 

Garrey and Bryan’s* review of the literature cited Nasse and 
Moleschott as noting the variability of white blood cell counts, and their 
observation in turn gave rise to the concept of digestive leukocytosis. 
They also concluded from their review that 

the rapid variations in the leucocyte count are possible only as a reaction 
in which leucocytes are released from sites of a sequestration within capillaries 
in general—but more specifically in the liver and lungs, and to a lesser extent 
in other viscera. 
These variations, in some instances at least, may be caused by ingested 
or inhaled substances. 

Several considerations in addition to those given by Vaughan must 
be kept in mind in the application of this test to atopic dermatitis : 

1. The results noted can be due only to ingested materials. 

2. The cumulative effect of ingested substances must be reckoned 
with. 

3. The rapidity with which food causes new symptoms or an exacer- 
bation must correlate with the leukopenic index. 

4. Certain factors which cannot be controlled, such as temperature, 
season, psychic factors and fatigue, must be given due consideration. 

5. Rapid variations and reversals of the results with the same sub- 
stance on subsequent trial necessitate repeated tests before a final 
evaluation can be made. 

Atopic dermatitis has been studied by many methods and by various 
observers. Cutaneous tests have been used with limited success. Pas- 
sive transfer has been tried with indifferent results. The neurogenic * 


approach has not proved successful in my hands. Elimination diets ‘ 


6. Vaughan, Warren T.: Leucopenic Index as a Diagnostic Method in the 
Study of Food Allergy, J. Lab. & Clin. Med, 21:1278 (Sept.) 1936. 

7. Garrey, W. E., and Bryan, W. Ray: Variations in White Blood Cell 
Counts, Physiol. Rev. 15:597 (Oct.) 1935. 

8. Becker, S. W.: Dermatitis Associated with Neuro-Circulatory Instability, 
Generalized and Localized Pruritus, Neurodermatitis, Dyshidrosis, Urticaria and 
Angioneurotic Edema, Lichen Planus, Neurotic Excoriations, Alopecia Areata, 
Dermatitis Herpetiformis and Scleroderma, Arch. Dermat. & Syph. 25:655 
(April) 1932, 

9. Rowe, A. H.: Elimination Diet for the Diagnosis and Treatment of Food 
Allergy, J. Allergy 2:92 (Jan.) 1931. 
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are unsatisfactory from many standpoints and have therefore fallen 
short of their expected goal. Contact sensitization has been emphasized 
as a contributing cause, but this method of diagnosis has not given 
desired information. All the aforementioned methods have value in 
some instances, and their combined use is often informative, but it is 
evident that some new approach should be investigated which might give 
additional information as to the rdle of foods in causing atopic derma- 
titis. This by no means allows one to infer that the leukopenic index 
will be the solution of the problem of atopic dermatitis, but it may prove 
to be a rather simple laboratory aid in the study of patients having 
symptoms from ingestive causes. 


PROCEDURE AND OBSERVATIONS 


The technic employed in this study was proposed by Rinkel !° and subsequently 
described in detail by Rinkel and Gay.!1! White blood cell counts are made in the 
morning, the first before fast has been broken and after the patient has been at 
rest for thirty minutes. The test food is then ingested, and after twenty minutes 
the second count is made, Two more successive counts are made at twenty minute 
intervals. From the results of the four tests a curve is plotted, and its interpreta- 
tion is based on the type of curve produced and not on the increase or decrease 
of individual counts. The curves produced usually fall into one of three general 
types, which Rinkel and Gay called (1) compatible, (2) indeterminate and (3) 
incompatible. In the first there is a constant elevation above the initial count, 
higher than the known error in counting. The indeterminate curves are those in 
which no consistent increase or decrease is noted, and the incompatible, those in 
which the changes are eccentric. 

It will be noted from the figure that curves 1, 2 and 3 are compatible, 4 and 5 
indeterminate and 6, 7, 8, 9 and 10 incompatible. It is evident that there will be 
individual variation and that identical curves should not be looked for, as the 
aforementioned serve only as a general pattern of responses of the white blood 
cells. Eosinophil counts were made at the time of the initial determination and 
after ingestion of the test food. Cutaneous tests (scratch or intradermal) were 
performed cn all patients. All foods tested were tried for their clinical effect, in an 
attempt to correlate the type of curve with the effect produced. Foods so tested 
were given on several successive days in average amounts, to observe if there 
was any cumulative action. All foods producing an increase of symptoms were 
subjected to two clinical trials before the reaction was considered positive. 


It is not uncommon for two atopic diseases to be present at one time, 
only one of them being a major complaint and the other, because of the 
symptoms produced or the shock organ affected, perhaps seeming 
irrelevant to the present condition. The occurrence of the concomitant 
allergic manifestation in the history is often suggestive of the portal of 


10. Rinkel, H. J.: The Leucopenic Index, J. Missouri M. A. 33:182 (May) 
1936. 

11. Rinkel, H. J., and Gay, L. P.: Leucopenic Index in Allergic Diseases, 
J. Allergy 7:356 (May) 1936. 
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entry. Allergic rhinitis, for example, is diagnosed and treated for both 
inhalant and ingestant causes, while atopic dermatitis is often considered 
from the standpoint either of food or of contact. It must be emphasized 
that only those patients having eczematous reactions wholly or partly 
due to ingestant factors can be considered suitable for studies of the 
leukopenic index ; no information can be obtained regarding inhalant or 
contact factors. 

This report is based on the study of 19 patients, 11 female and 9 
male, with atopic dermatitis. Their ages varied from 11 to 30 years. 
In 64 per cent of the patients two or more atopic diseases were present ; 
vasomotor rhinitis occurred in 9 patients, bronchial asthma in 5, hay 
fever in 4, headaches in 4, urticaria in 2 and gastro-intestinal allergy in 
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Curve of leukopenic index (from Rinkel and Gay 1"). 


1. The dermatologic complaint had been present from infancy in 11 of 
the patients, and in the remaining 8, for from four to fourteen years. 
The eruption and symptoms, with one exception, were aggravated by 
cold and during the fall and winter months. The eruption had essen- 
tially the same distribution in all patients, varying only in degree, and 
involved the face, the neck, the shoulders, the sternal and intrascapular 
areas, the antecubital and popliteal spaces, the wrists and the hands. The 
primary lesion was composed of papules or papulovesicles, forming 
patches and plaques, confluent and isolated, as well as lichenification, 
hyperpigmentation and depigmentation. Eighty per cent of the patients 
had a history of familial allergic disease. 

Of the original group, 13 patients remained under observation, 
so that follow-up could be considered satisfactory. On this group, 248 
foods were tested. making a total of 1,080 white blood cell counts 
(rechecks included). The foods were those commonly used in the diet, 
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and included eggs, milk, wheat, potatoes, peas, beef, pork, bacon, 
tomatoes, chocolate, corn, oats, etc. Of these foods the leukopenic index 
showed 50 (20 per cent) to be compatible; for 123 (50 per cent) the 
curve was indeterminate, and 75 (30 per cent) caused incompatible 
reactions. Differential blood cell counts showed a proportion of 
eosinophils of from 2 to 30 per cent, with no significant change between 
the antecibum and the postcibum count. Positive cutaneous reactions 
corresponded to incompatible curves for 20 per cent. 


On clinical trial of the 50 foods (20 per cent) showing compatible 
curves, less than 10 per cent produced pruritus or eczema when ingested. 
The 123 foods (50 per cent) giving indeterminate curves produced 
symptoms in 35 per cent of the patients. Of the remaining 75 foods 
(30 per cent) giving incompatible curves, 50 per cent produced an 
increase of presenting symptoms. Seventy-five per cent of all patients 
noted an improvement in clinical symptoms and signs when the offending 
food was eliminated from the diet, and aggravation could be reproduced 
when it was added. Of this group, about one third had corresponding 
incompatible curves. No patient was completely relieved by elimination 
of foods alone. The maximum benefit, although difficult to determine 
in percentage, was about 75 per cent. 


COM MENT 


The group of patients studied was composed of those in whom the 
eruption had been present for years with seasonal exacerbations. No 
infant or child under 11 years of age was included in this study. Con- 
comitant atopic disease other than eczema was frequently present, often 
as a minor complaint which was difficult to elicit in the history. The 
high incidence of allergic reactions of the nasal and bronchial mucosae 
has been emphasized by other observers '* and was consistently found 
in the subjects herein studied. A history of familial allergy was present 
in 80 per cent of the cases. 

The practical value of cutaneous tests in atopic eczema is difficult to 
appraise, because of the other associated atopic diseases. Three patients 
had only atopic eczema, and in these the results of the cutaneous tests 
were about 20 per cent accurate and the leukopenic index 35 per cent 
accurate. Because of the small number of patients tested, no great 
significance can be given to these percentages, but they are indicative, 
and it is my impression at this time that the leukopenic index test is of 
more value than the cutaneous test. 

The patients in this age group in whom food is the sole cause 
of atopic dermatitis are few. There are apparent contributing factors 


12. Piness, G., and Miller, H.: Cutaneous Manifestations of Protein Allergy, 
Arch. Dermat. & Syph. 14:145 (Aug.) 1926. 
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in about 75 per cent of the cases. A polyvalent sensitivity is more com- 
mon in adults than in children. In some instances repeated ingestion 
of food is necessary to an increase of symptoms. This was demon- 
strated in two patients who had to take wheat for from five to seven 
days before symptoms became evident. The susceptibility was clinically 
proved on two occasions, the dermatitis subsiding after four or five 
days of abstinence. For both patients the curve produced was of the 
indeterminate type. Subjects taking foods to which they were allergic 
generally showed symptoms within twenty-four hours, after which the 


eruption became more severe. When the reaction was severe and 


rapid the leukopenic index was consistently incompatible. When the 
reaction. was moderate or delayed about an equal number of 
indeterminate and incompatible curves appeared, with an occasional 
compatible curve. When the increase of symptoms was mild the curve 
of the leukopenic index was compatible or indeterminate. The explana- 
tion of the two last-mentioned inconsistencies in the blood count may 
be accounted for by (1) accuracy of tests, (2) multiple sensitivity, in 
some cases associated with concomitant atopic disease, (3) frequency 
of the causative factor in the diet and (4) laboratory error in counting 
of white blood cells. 

The interpretation of the results of these tests should be based on 
clinical trial and observation, with recognition of the value of the 
leukopenic index and is, as are other laboratory procedures, a point 
of departure in diagnosis. 

The complexity of atopic dermatitis is such that the interpretation 
of results of any test, and of the leukopenic index test in particular, 
must take into consideration the effect of uncontrollable factors. Of 
these, heat and cold are the most important. Even if a given series of 
studies of white blood cells done under test conditions may give a 
high degree of accuracy for that environment, these results cannot 
always be applicable under changed conditions of temperature. season, 
etc. The effects of excitement and mental and physical fatigue were 
next in importance, and again the type of curve obtained under normal 
conditions cannot always be correctly interpreted, as the physiologic 
and psychologic status of the patient may not be the same as under test 
conditions. These factors were recognized and acknowledged in the 
observation of these patients studied, and only a general statement 
can be made: that when foods producing symptoms were omitted from 
the diet, less effect was noted by the patient when he was subjected to 
physiologic, psychologic and physical changes. 

Several patients were subjected to repeated determination of the 
leukopenic index. The results of the tests did not change materially 
(less than 10 per cent) when the food under consideration was taken 
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only occasionally, but this procedure effected a reversal in the curve 
in 25 per cent if the food had been omitted for a period or if it had been 
taken in the diet at several consecutive meals or on several consecutive 
days. This observation is corroborated by Rinkel** in other atopic 
diseases. 

It appears that after one antigenic substance is removed from 
the diet there develops a sensitivity to foods which previously have 
been taken without producing symptoms. The new sensitizing foods 
do not necessarily belong to the same group as the previous ones; more 
important is their incidence in the diet. 


SUMMARY 


Nineteen patients, aged 11 to 30 years, with atopic dermatitis were 
studied by the leukopenic index test and by cutaneous tests. 

Of 248 foods tested, 20 per cent gave compatible curves, and 10 
per cent of these produced symptoms when tried clinically ; 50 per cent 
gave indeterminate curves, and 35 per cent of these caused symptoms ; 
30 per cent gave incompatible curves, and 50 per cent of these caused 
pruritus or increase of eruption. 


CONCLUSIONS 

The leukopenic index is of value in atopic dermatitis only so far as 
foods are concerned, and although food produced some symptoms in 
75 per cent of. the patients studied, they were rarely the sole cause of 
the eruption. One third of the patients affected by food had incompatible 
leukopenic index curves. The results of studies of the white blood cells 
must be interpreted as are those of other laboratory tests, with relative 
percentages of accuracy, dependent on many technical factors and clinical 


observations. 
ABSTRACT OF DISCUSSION 


Dr. WARREN T. VAUGHAN, Richmond, Va.: The problem of atopic dermatitis 
is different from that of other allergic diseases, as has been brought out by 
several investigators, more notably by Sulzberger in a recent number of The 
Journal of the American Medical Association. There is definite evidence of an 
allergic factor in atopic dermatitis, but the results of treatment are not as satis- 
factory as with many of the other manifestations of food allergy. 

Sulzberger has brought out the importance of inhalants as a factor in some 
of the allergic dermatoses. Dermatologists therefore must not think of foods alone. 
However, when the problem of food allergy is encountered as a possible cause 
of atopic dermatitis, either of two objective diagnostic measures, the cutaneous 
test or determination of the leukopenic index, may be used. 

I would emphasize the importance of accuracy in the performance of the 
leukopenic index test. My associates and I carry on the study for an hour and a 
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half, with successive leukocyte counts. It is generally felt that any one should be 
able to do white cell counts, but there is much more to the technic than that. 

Dr. Squier, who was to open this discussion and asked me to substitute for him, 
told me of an interesting experience he had had with a technician who had been 
unable to give him what he considered satisfactory reports on the leukopenic index. 
He took her into his own laboratory and gave her several days’ training, and the 
results were entirely satisfactory. But I do not feel that the technic can be 
simplified beyond a certain point. For a period we ran serial white cell counts 
ior as long as four hours, but realizing that there must be as much simplification 
as possible, we finally cut the period down to an hour and a half and found that 
we lost 8 per cent in accuracy. A subject may have delayed positive leukopenic 
reactions, just as he may have delayed positive cutaneous reactions, and I should 
expect this to be especially true in a more or less subacute or chronic condition, 
such as atopic dermatitis. If any of the members are interested in using the 
leukopenic index I should urge him to carry the series of counts further than over 
just one hcur. 

We have made a series of 500 determinations of the leukopenic index, com- 
paring our results when counts are made at the end of thirty and sixty minutes 
with those when counts are made at the end of thirty, sixty and ninety minutes, 
and we find that about 20 per cent is lost in the reliability of the tests when we 
make counts only up to the end of one hour. 

We require a drop of 1,000 rather than 500 cells for a positive reaction. Even 
then we get some false positive results, but if we were to require, say, 2,000 or 
1,500 we would get false negative results, and we feel that a drop of 1,000 is a 
safe criterion, provided one realizes what is true with so many clinical diagnostic 
measures, that the findings are relative and not absolute. 

The one advantage of the leukopenic index has been that the cutaneous test 
does not necessarily indicate present trouble; it may indicate past trouble with 
no response to contact with the allergen at the present time, present trouble or 
potential future trouble. A positive leukopenic index is much more often an 
indicator of present trouble. When the patient is not having symptoms from a 
food he is less likely to give a positive leukopenic reaction. 

The index is not a substitute for the cutaneous test. It consumes much time. 
In our work we do cutaneous tests as a matter of routine and follow them with 
determinations of the leukopenic index to common foods, particularly to wheat, 
eggs and milk, and to any additional foods that may be considered under suspicion 
as a result of cutaneous testing. 

Dr. Rusten’s observation of only 20 per cent diagnostic effectiveness for the 
cutaneous tests with foods and of only 35 or 30 per cent for the leukopenic index 
corresponds with the observation of Sulzberger and others: that there is much 
more to be done in the study of atopic dermatitis before as good results can be 
obtained in that disease as in some other allergic conditions. 

Dr. Harry M. Rosinson, Baltimore: Because of the great margin of error 
many hematologists and internists have disparaged the leukopenic index test. They 
claim that there is often as great a drop as 1,000 or 1,500 cells in the course of a 
few hours for no apparent reason, especially after one eats a meal. In spite of 
this I used the test in the past year on two groups of subjects, one of which I 
suspected of having fruit atopic dermatitis and the other of which consisted of 
syphilitic patients who had been receiving arsphenamine. 

It is of the latter group of 50 subjects that I should like to say a few words. 
Half of this group were control patients, and the other half were patients in whom 
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nitritoid and dermatitic reactions had occurred. Of the control patients, all gave 
comparatively negative results except one. This one patient, after his second 
dose of arsphenamine and just before his third dose, showed drops of appreximately 
1,500 and 2,000 on two different readings. This was rather surprising, since the 
patient had had no suggestion of a reaction. After the second or third treatment 
following this lowered count the patient had a severe acute reaction, nausea, 
vomiting and dermatitis. 

Of the other half, all gave suggestive positive results, and it is about only one 
of these patients that I wish to speak in particular, This patient reacted to all 
the arsenicals with a more or less acute lichenoid dermatitis. Finally I wondered 
whether it was the intravenous injection per se and therefore gave the patient 
20 ce. of physiologic solution of sodium chloride, and instead of a drop of 4,000, 
such as that which had occurred after each one of his injections of an arsenical, 
he had a rise of a few hundred. 

This test seems to be indicative if used in conjunction with the intravenous 
testing in cases of postarsphenamine dermatitis in which it is desirable to con- 
tinue treatment. 

Dr. Marion B. SutzBercer, New York: I have not employed this method. 
However, I want to compliment Dr. Rusten for the manner in which he has carried 
out this work, which is tedious and difficult, for his conservative conclusions, 
because he used what is in my opinion the correct name for this disease, atopic 
dermatitis and not allergic eczema, and because he emphasized a point of great 
general significance, namely, that in this as in every type of test for causal 
allergens, just as Dr. Vaughan has emphatically stated, the results of the tests 
must be checked by the clinical results. Each substance producing a positive 
reaction to such a test must be evaluated in the light of future observations of 
its clinical effect on that particular patient. 

The leukopenic index must be of value, for it has been known since Widal 
and more commonly in recent years, due particularly to the work of Squier and 
Madison, Kracke and Vaughan, that the drop in leukocytes is one manifestation 
of an allergic person’s encountering his allergen. 

I should like to ask the essayist if any one has any idea of the exact mechanism 
of this fall in leukocytes. It is a most interesting phenomenon, because it almost 
certainly has bearing not only on transitory leukopenia but on the graver granulo- 
cytopenia and other dyscrasias. It probably has some bearing on many forms 
of dyscrasia, because one is coming more and more to the idea today that leukemia 
and increase in cells are in a certain fashion simply phases in the response to 
certain types of irritation, which under slightly different conditions may produce 
leukopenia, or reduction in cells. 

There may be an intimate and fundamental relation of just that kind of 
leukemia and aplastic anemia to leukopenia. It is therefore urgent to try to find 
out what really happens to these cells during the allergic response or abrupt 
reduction of leukocytes in the peripheral circulation. As I understand it, the 
leukocyte has a life of at least several hours in the blood stream, Therefore, it 
seems to me that this abrupt drop in the peripheral count cannot be due to an 
effect on the bone marrow, for that would not begin to appear so suddenly or 
so soon. Nor can it be accepted without additional experimental proof that these 
leukocytes suddenly leave the periphery and flee to the internal organs. It would 
seem rather that such a sudden drop must be due to some effect on the circu- 
lating cells. Perhaps as a working hypothesis one may assume that the circulating 
cells themselves have a specific sensitivity and are rapidly altered and destroyed. 
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It would be interesting to test in vitro the isolated leukocyte cells (in a suspension 
or “leukocytic cream”) for their sensitivity to the respective allergens or drugs 
and so to find out if there is really such a cellular sensitivity. Then the reaction 
in the bone marrow may be secondary to the destruction or the elimination of 
the leukocytes from the circulation—a certain compensatory attempt—so that first 
one may have hypercompensation or hyperplasia of the bone marrow and then 
exhaustion of the bone marrow and aplasia. That hypothesis finds some support 
in the fact that in many patients with granulocytopenia one finds normal bone 
marrow. 

Dr. E. M. Rusten, Minneapolis: I wish to thank Drs. Vaughan, Robinson 
and Sulzberger for their discussions. 

I cannot answer Dr. Sulzberger’s question. His explanation seems plausible 
at this time. 

It is difficult to draw conclusions from the group of patients studied. This 
report concerns patients with atopic dermatitis studied by the leukocyte response 
tests, and observaticns were made as to the clinical accuracy of the white blood 
cell counts. 











MEASUREMENT OF ROENTGEN THERAPY FOR 
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CORRELATION OF THE EPILATION DOSE WITH THE ROENTGEN 
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The correlation of the epilation dose used in the treatment of tinea 
capitis with the roentgen as a unit has been under study for the past five 
years at the Massachusetts General Hospital. The term “roentgen,” 
designated by “r,” was adopted as the international unit of measurement 
of roentgen radiation at the Second International Congress of Radiology 
in 1928.1 The roentgen was defined as the quantity of roentgen radiation 
which when secondary electrons are fully utilized and the effect of 
the wall chamber is avoided produces in 1 cc. of air under normal con- 
ditions (at 0 C. and 76 cm. of mercury pressure) such a degree of 
conductivity that one electrostatic unit of charge is measured at satura- 
tion current. 

The adoption of this unit marked the creation of a unit of measure- 
ment capable of demonstration by physical means. At the same time, 
sufficient data have accumulated to indicate that in addition to the 
number of units administered in a particular treatment further specifi- 
cations of dosage are necessary. 

The report of the committee at this meeting further pointed out the 
advisability of making certain alterations in the definition of the “roent- 
gen” and called attention to the need of a unit of tissue dosage. This 
report also emphasized the fact that measuring instruments fall into two 
distinct classes: one which measures the irradiation of a beam and one 
which measures the quantity of radiation in a given time. There are 
other recommendations, but these statements are the most important 
for our consideration at present. 

Numerous instruments were devised for registering these units, and 
it was found that there was considerable difference in the number of 
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roentgens needed to produce erythema or epilation as reported by differ- 
ent observers with different ionization chambers, or even with instru- 
ments produced by the same company. These variations have been well 
summarized by MacKee and Cipollaro.* These observers indicated, how- 
ever, in a footnote, that there has developed gradually a greater degree 
of agreement between the readings obtained with the different instru- 
ments. 

There are comparatively few reports in the literature on the epilating 
dose measured in roentgens. Meyer and Braestrup * treated tinea capitis 
in 77 cases and reported that an average of 400 r with a half value 
layer in aluminum (photographic) of 1.5 mm. was suitable for epilation. 
Chamberlain and Newell* studied epilation on the anterior parts of 
the thighs of young men. Unfiltered rays at 100 kilovolts and with an 
effective wavelength of 0.45 angstroms were used on one leg, and rays 
filtered by 0.5.mm. of copper and 1 mm. of aluminum at 190 kilovolts 
and with an effective wavelength of 0.17 angstroms were employed on 
the other leg in each case. Diminishing doses, from 1,600 r down to 
215 r, in steps of 20 per cent, were applied in each instance. Some epila- 
tion and varying degrees of erythema were obtained in all cases, but 
amounts of the two could not be correlated. The authors concluded that 
neither epilation nor erythema suffices to measure doses of roentgen 
radiation with satisfactory precision and stated that there is no difference 
in epilation or erythema produced by equal doses in roentgens of hard 
and of soft roentgen rays. In our opinion, this last statement is open 
to question. Chamberlain and Newell employed 450 r for epilation of 
the scalp, but data on filtration were not given, nor were data on cases 
supplied. Widmann * spoke of 500 r as the epilating dose but stated that 
depilation of the scalp can be effected with from 60 to 70 per cent of 
this dose. He used a wavelength of 0.45 angstroms at 127 kilovolts. 
The rays were probably unfiltered, but data on the case were omitted. 
Shanks ® reported his experience in treating tinea capitis in 2,600 cases 
over a period of ten years. The bulk of the patients were epilated by 
doses of roentgen radiation calculated with the use of pastilles, MacKee’s 
constants and biologic standards. Even when all three methods were 
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used as checks there were a certain number of cases in which defluvium 
was incomplete. After adopting the Mekapion dosimeter, basing the 
dose on the mean dose employed in several hundred previous cases, 
Shanks obtained complete epilation in over 100 consecutive instances. 
He utilized filtration of 2 mm. of aluminum at 95 kilovolts and 2 milli- 
amperes and gave a dose of from 260 to 270 r. At that time (1932) 
the Mekapion was reading 28 per cent lower than the Victoreen meter,‘ 
which would raise Shank’s dose to from 333 to 346 r. Since that time 
the Mekapion has been adjusted so that its readings agree quite well 
with the Victoreen condenser type dosimeter. MacKee and Cipollaro * 
epilated 18 patients with tinea tonsurans, using 100 kilovolts, 3 milli- 
amperes and no filter, with a dose of from 212 to 300 r. All the patients 
were cured, although those receiving less than 275 r showed only partial 
epilation. 

This review of the literature shows that there has been considerable 
variation in the conditions under which epilation has been produced by 
these different authors, with resulting variance in the roentgens reported 
as necessary to epilation. Thus 400, 500, 1,600, 215, 340 and 350 r 
have been reported as epilation doses. Perhaps this difference of opinoin 
has prevented the wider adoption of this unit. The arithmetical method 
of indicating dosage in skin units and fractions thereof, which was devel- 
oped in this country by MacKee ‘ after the development of the Coolidge 
tube, is perhaps the most widely used among dermatologists. 

Even now, “epilation” and “erythema” may still be employed as 
clinica! checks on physical measurements by the various methods. Such 
biologic indications of dosage are capable of varying interpretation by 
different authorities, but they are the best available clinical means of 
expressing the effects of radiation. The epilation dose is the most accu- 
rate practical criterion clinically, and we would define such a dose as the 
amount required to produce from 95 to 100 per cent epilation with com- 
plete and satisfactory regrowth in from three to four months after 
epilation. 

With the intent of correlating roentgens with such an epilation dose 
as a clinical measurement, we have reviewed the cases of tinea capitis 
occurring at the Massachusetts General Hospital. It was felt that the 
age, the color of the hair and the ciretmference of the head at a point 
5 inches (12.5 cm.) from the central point on the vertex might be 
contributory factors to any variation in epilation. Data on 60 children 
in the group of 88 who were treated in the last five years were complete 
enough to be given consideration. No child was accepted for treatment 
unless the organism was found by microscopic examination or by cul- 
ture. It was our intention to study infections caused by each type of 
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organism for response to treatment also, but unfortunately the data 
acquired have not been sufficient to warrant recording. A report of 
the response to treatment of infections due to different organisms has 
been made by Lewis § since this study began. 

We observed the children making up this study to be sure that they 
continued precautionary measures and application of the antiparasitic 
ointment until their return to school, or usually until regrowth had 
taken place. The scalp was marked with five points, one of which was 
the central point on the anterior-posterior median line, midway between 
the margins of the hair, while the four other points were each 5 inches 
(12.5 cm.) from this central point and equidistant from each other. 
One of these four outlying points was near each end of the median line, 
and the other two were midway between these, on each side and usually 
just above the ears. An epilation dose was given to each of the five 
points, adequate protection being given the face, the ears and the body. 
The percentage of epilation was estimated four or five weeks after 
treatment, before regrowth had taken place. The personal element 
involved in judging the degree of epilation is recognized, as well as 
the limitations of a visual estimate of the percentage of hair lost. 

On each day when an epilation was performed the roentgens per 
second were measured with a Victoreen meter by the same technician, 
and this figure was used in calculating the number of units to be used 
in the particular case. During the five years the roentgen ray apparatus 
has been changed from a mechanically rectified outfit to one rectified 
by kenotron, and several different assistants have performed the epila- 
tion. These varying factors need to be taken into consideration in esti- 
mating the results. All treatments have been given without a filter with 
an 8 inch (20 cm.) skin-target distance, 100 kilovolts and 5 milliamperes. 
The time of exposure has varied in accordance with the roentgens per 
second found when the measurement was taken. 

In 22 cases in which 300 roentgens were used the time varied from 
fifty to seventy-two seconds, a 30 per cent variation. In cases in which 
a dose of 300 r was administered the amount of epilation varied from 
60 to 100 per cent, but of the last 14 cases there were 13 in which from 
95 to 100 per cent epilation occurred; so the technic is apparently 
becoming more standardized. 

Among the earlier cases were those of 16 children to whom sixty 
seconds’ exposure, in accordance with previous experience, was given, 
with a variation in the roentgen measurement of from 294 to 367, or 


8. Lewis, George M.: Ringworm of the Scalp: A Report of Three Cases 
Due to Microsporon Lanosum with a Tendency to Spontaneous Recovery, Arch. 
Dermat. & Syph. 29:890 (June) 1934; Ringworm of the Scalp: Curability 
Without Depilating Measures of Infections Caused by “Animal” Microsporons, 
Am. J. M. Sc. 189:364 (March) 1935. 
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20 per cent, and a resulting epilation varying from 60 to 100 per cent. 
More recently greater dependence has been placed on meter readings, 
and a dose of 300 r or less has been given as a routine. In the later 
cases an attempt was made to decrease the dose toward the lower limit 
of the epilation range. With this in mind doses of, 280 r were adminis- 
tered to 9 consecutive patients, and these showed from 90 to 100 per 
cent epilation. 

The ages of the patients varied from 3 to 17 years. When the 
patients were arbitrarily divided into two groups, those aged from 3 to 
9 years and those of 10 years or over, there was seen to be no marked 
variation in the amount of epilation produced. When this one factor 
is considered, the older group of patients showed 3 per cent less average 
epilation, having received almost the same dose in roentgens. 

The circumference of the scalp ranged from 1714 to 223% inches 
(from 44.5 to 56.8 cm.). The patients were divided in groups, according 
to whether their scalps measured less or more than 20 inches (50 cm.). 
No appreciable relation was found between the amount of epilation and 
this one factor. With an average difference of less than 2 r, patients 
of the two groups showed almost identical percentages of defluvium. 

There were 18 children with black hair, 32 with brown hair and 6 
with light hair, including one redhead. These three groups received 
nearly the same average dose. The amount of epilation varied curiously, 
as the black-haired and blonde subjects came through with approximately 
95 per cent epilation, while those with brown hair showed but 88.8 
per cent average loss of hair. We are not inclined to accept this as an 
accurate indication of the part played by the color of the hair. All cases 
of poor epilation chanced to fall in this group and can perhaps be 
explained by such factors as lack of cooperation on the part of the 
patient or technical variations. 

There were several Negro children, but when grouped apart they 
showed no significant variation in factors or results. There were 4 
patients with favus, but these revealed no difference in response. 

The dose administered at the different points in these children varied 
from 367 to 275 roentgens. The two extreme doses were given to 5 
similar children. The first boy, 11 years old, with brown hair and a 
scalp of 20% inch (52 cm.) circumference, received 367 r and had a 
little less than complete epilation. A second child, 10 years old, with hair 
of the same color and scalp of the same size, showed complete alopecia 
after 275 r. (It should be said that the first boy received his treatment 
with the old, mechanically rectified outfit.) A third boy, 7 years old, 
whose scalp measured 18 inches (45.5 cm.), received 346 r, and 
irregular epilation varying from 100 per cent in certain areas to 25 per 
cent in others, resulted, probably owing to lack of accuracy in measuring 
the skin-target distance. A fourth patient, receiving 367 r, was 9 years 
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old; the circumference of his head was 20 inches (5 cm.) and his hair 
was black. In this case there was 100 per cent epilation. A fifth patient, 
treated with 275 r, was 10 years old; the circumference of his head was 
21 inches (53.5 cm.) and he had brown hair. Treatment resulted in 
100 per cent epilation. 

There were 38 cases in which the epilation was practically complete, 
i.e., from 95 to 100 per cent, with a satisfactory regrowth in the usual 
time of from three to three and one-half months. The roentgens 
required to produce this epilation varied from 367 to 275, a variation 
of 25 per cent. 

The average amount of radiation required to produce 100 per cent 
epilation was a little over 300 r (300.6) as measured by the Victoreen 
meter. There has been, however, such consistent 100 per cent epilation 
with 300 r in the last year that the dose is being gradually lowered on the 
basis of the belief that 100 per cent epilation is not needed for complete 
cure and that a smaller dose will be as effective and provide a slightly 
wider margin of safety. 

COMMENT 

The condition cleared up satisfactorily in all cases with the amount 
of epilation produced, and all the patients were able to return to school 
within an average of six weeks. There were no recurrences, so far as 
is known. The fact that from 60 to 75 per cent epilation produced satis- 
factory results indicates that complete epilation is probably not neces- 
sary, provided observation and care of the patients follow their 
roentgen treatment. 

The therapeutic results were eminently satisfactory, but we are 
impressed with the variable factors which remain. There is undoubtedly 
a variation in the individual child which is not detectable at least by 
the age, the color of the hair or the size of the head. The human equa- 
tion, especially with changing personnel, will always enter in the marking 
off of the head, the measurement of the distance and the timing used 
in treatment, as long as the method is used, although automatic timing 
and measurement of distance are possible. The possibility of variation 
in the x-ray machine or the meter persists, as shown by the changes 
required to produce a given number of roentgens per second at different 
times. Indeed, at one time during this period the meter was found to 
be out of order and required repair and rechecking. 

At the same time the roentgen as a unit of measurement deserves 
continued use by dermatologists. The International X-Ray Committee 
has advised the inclusion in reports of other data besides the number of 
roentgens measured in a given treatment. While this suggestion 
undoubtedly applies largely to the use of such a unit in deep therapy, it 
has some bearing on the longer wavelengths usually used in dermato- 
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logic therapy, although it is claimed that the present meters are less 
suitable for unfiltered radiation. Not only should the number of roent- 
gens be mentioned, but the presence or absence of filtration, the thickness 
and the type of filter, if one is used, the type of meter used and perhaps 
the skin-target distance and the interval between treatments. 

All dermatologists are convinced, I believe, that, even with this 
method available, the successful treatment of tinea capitis by roentgen 
rays remains the greatest test of technic and standardization in derma- 
tologic roentgen therapy and that too much care cannot be taken with 
every single detail connected with the procedure. The formulation of a 
unit based on physical factors is a distinct advance, but its limitations 
and its qualifications must be recognized in order that the proper use 
may be made of such a unit. 

SUMMARY 


An attempt has been made to correlate the degree of epilation pro- 
duced in 60 children with tinea capitis with the number of roentgens 
used, as recorded on a Victoreen meter. 

A dose of 300 r, unfiltered, has produced satisfactory epilation, fol- 
lowed by full regrowth. Satisfactory epilations of from 90 to 100 per 
cent are now being obtained with 280 r, and clinical cures result. 

Complete epilation does not appear to be necessary for the cure of 
tinea capitis. 

In the earlier cases studied, in which exactly 300 r was given, there 
was a detectable variation in the amount of epilation of 40 per cent but 
in the more recent cases there was a variation of only 20 per cent. 

In the cases in which from 90 to 100 per cent epilation was produced, 
the number of roentgens varied 25 per cent. 

The desirability of expressing dosage in roentgens with certain quali- 
fying data is indicated. 


ABSTRACT OF DISCUSSION 


Dr. GreorGE M. MacKer, New York: I think one reason for the variation 
given in the literature for the number of roentgens in the epilating dose is the 
difference between the voltages used by different operators. Roentgenologists 
usually use from 120 to 140 kilovolts, while most dermatologists use 90 kilovolts 
or less. Also, the wavelength with thermionic rectification is longer than that with 
mechanical rectification. In an article recently published by Dr. Cipollaro and 
me, we arbitrarily placed the epilating dose at 300, with the understanding that 
with thermionic rectification it would be a little less and with mechanical rectifica- 
tion a little more. 

As far as safety is concerned, from my present experience I should say that 
one can give anywhere from 300 to 400 without getting permanent epilation, 
but one wishes to have as wide a margin of safety as possible, and as complete 
epilation is not necessary, I think 300 suffices. 

I do not now use roentgen therapy in all cases. I use it in most cases of 
infection with Microsporum Audouini, but in cases of many mycologic types 
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satisfactory results may be obtained with manual epilation plus topical treatment. 
Always after roentgen epilation [| have the patient come in once or twice a 
week, and on these occasions I go over the head with filtered ultraviolet radiation 
to remove any infected hairs that remain. 

Dr, Frep Wise, New York: What was the nature of the preliminary treat- 
ment of the scalp—was it shaved or clipped? 

Dr. GEorGE C. ANpREws, New York: The experience of my associates and me 
at the Vanderbilt Clinic bears out the comments of the essayist and of Dr. MacKee. 
We employ mechanical rectification and our epilation dose is 350 r. We have 
had satisfactory epilation with 270 r, but no bad effects followed use of the 
larger dose and we feel more confident that we will get thorough epilation with a 
larger dose. I think we could give 400 r without ill effects. We use an 8 inch 
(20 cm.) anode-skin distance instead of 6 inches (14 cm.), which may have 
some bearing on the subject. We clip all the hair instead of shaving it, which, 
as Dr. Wise mentioned, may be significant. 

Dr. C. Guy Lane, Boston: As we have indicated in the paper, there was wide 
variation in the conditions under which the epilation was done in the cases 
reported in the literature—differences in recording units, filtration, distance and 
voltage. As Dr. MacKee remarked, these variations are sure to influence 
the number of roentgens necessary to produce epilation. In our cases the usual 
8 inch (20 cm.) distance and unfiltered radiation were used, and more units 
were used with the mechanically rectified outfit than have been employed 
recently (300 r or less). How much less one can use and still obtain a cure is 
questionable. The members are all indebted to Dr. Lewis for indicating that 
there is no need for epilation in all cases of ringworm of the scalp. I think 
dermatologists will all be glad to get away from the possibility of complications 
following irradiation. 
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STOMATITIS VENENATA 
REPORT OF A CASE OF SENSITIVITY OF THE MUCOUS MEMBRANES 
AND THE SKIN TO OIL OF ANISE 


ADOLPH B. LOVEMAN, M.D. 
LOUISVILLE, KY. 


Contact dermatitis is perhaps encountered more frequently in der- 
matologic practice than is any other single cutaneous condition. One 
has but to read Weber’s* list of cutaneous irritants or the articles of 
Downing,” Foerster * or Sulzberger * on industrial dermatoses to realize 
the importance of diseases in this classification. There is probably no 
chemical or drug yet discovered or synthesized to which no one possesses 
cutaneous hypersensitivity. 

When one considers the numerous objects which enter the mouth, 
such as foods, liquors, lozenges, gargles, mouth rinses, artificial dentures, 
tooth-pastes and tooth-powders and tobacco, one, cannot refrain from 
being a bit curious as to why more cases of stomatitis venenata are not 
encountered. Do the mucous membranes possess a selective immunity, 
or do many cases of the condition exist and go unrecognized? Are 
so-called idiopathic glossitis, cheilitis and stomatitis sometimes of contact 
origin? These and many other unanswered questions have prompted me 
to report the following case: 


REPORT OF CASE 


History —C. R., a married woman aged 44, was seen in consultation with 
Dr. Morris Flexner Nov. 24, 1934, because of a sore mouth. In May 1934 
she had an artificial resovin upper denture made. To cleanse this she used a 
proprietary denture cream two or three times a week. She stated that she always 
held the plate in the left palm when doing so. At about the time the plate 
was acquired she had begun to eat a great deal of licorice candy. Five or six 


Read before the Section on Dermatology and Syphilology at the Eighty-Eighth 
Annual Session of the American Medical Association, Atlantic City, N. J., June 9, 
1937. 

1. Weber, Leonard F.: External Causes of Dermatitis: A List of Irritants, 
Arch. Dermat. & Syph. 35:129-179 (Jan.) 1937. 

2. Downing, J. G.: Industrial Dermatoses: Treatment and Legal Aspects; 
Review of Recent Literature, J. Indust. Hyg. & Toxicol. 17:138-163 (July) 
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3. Foerster, H. R.: Industrial Dermatoses: General Considerations, Arch. 
Dermat. & Syph. 17:585-653 (May) 1928. 

4. Sulzberger, M. B.: Medico-Legal Aspects of Occupational Dermatoses, 
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days before she was first seen in consultation, while at a party, she suddenly 
noted marked burning and swelling of her tongue, lips and buccal mucosa. A few 
days prior to this she had noticed an eruption on the fingers and the left palm. 
Treatment of the oral condition consisted of thorough alkalinization and purging, 
but little, if any, relief of the stomatitis ensued. 

The patient’s past health was irrelevant. She had been treated by me for a 
fungous infection of the feet on several occasions, but at no time had she 
presented any eruption on the hands. There were no idiosyncrasies, except 
that she had previously suffered from ivy poisoning. 

The patient’s family history disclosed no allergic tendencies. 

Examination—The physical examination showed no abnormality, except mod- 
erate hypertension and the eruption of the oral mucosa and the left hand. The 
eruption involved mainly the dorsum of the tongue and the portions of the hard 
palate, maxillary ridge and adjacent buccal mucosa in contact with the artificial 
denture. The soft palate, the lower gums and the inner surfaces of the lips 
were much less involved. The stomatitis consisted of a bright red erythema. 
The tongue was tender and fiery red, and the papillae were so prominent as to 
present a raspberry appearance. 

The eruption involved the fingers and about half the palmar surface of the 
left hand. It consisted of sharply demarcated erythema, with moderate scaling 
and vesiculation. 

Laboratory examinations showed nothing of significance. Smears for Vincent's 
organisms gave negative results. Cultures and microscopic studies of the lesions 
on the hand showed no evidence of fungi or yeasts. 

A clinical diagnosis of trichophytid of the hand and contact stomatitis was 
entertained, and the possibility of stomatitis medicamentosa was considered. All 
internal medication was discontinued. 

Experimental Data.—Patch tests were performed on the skin and the genital 
mucosa with a piece of resovin similar to that of which the patient’s plate was 
constructed. Results were negative. 

A patch test was next done with the patient’s own denture, by strapping it on 
her arm overnight. There was a marked reaction at the end of twenty-four 
hours, shown by erythema and vesiculation. At this point a false conclusion 
was entertained, namely, that the patient was sensitive to her own denture, 
owing to the liberation of chemical irritants as a result of improper “curing” 
of the material of which it was made. Such a condition had been previously 
reported by Lindsay.®> In my case, however, this was not true, for it was learned 
later that resovin does not go through any “curing” process. Nevertheless, the 
patient had a new denture made from a plastic material to which she was not 
sensitive according to a patch test. 

A patch test was then made with the denture cream, and there was a marked 
vesicular reaction, which increased in size and intensity for from twenty-four 
to forty-eight hours. 

Next some resovin similar to that in the patient’s original artificial denture, 
to a patch test with which she had given a negative reaction, was rubbed 
thoroughly with the denture cream and then rinsed off with running water. This 
was a duplication of what the patient had done in cleansing her plate. This 
material was then used in a patch test, and at the end of twenty-four hours 


5. Lindsay, H. C. L.: Traumatic Glossitis Due to Irritants Contained in 
Plastic Denture Materials, Canad. M. A. J. 18:308-309, 1928. 
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there was marked vesiculation. Thus it appeared that whatever had caused the 
reaction was not completely removed by superficial cleansing in running tap 
water. 

At this time the dermatitis of the hand and the stomatitis began to be associated. 
Some ingredient in the denture cream was unquestionably responsible. Patch 
tests were then made with the separate ingredients of this cream. All these tests 
gave negative results. 

It was then noted that the finished denture cream had a distinct aromatic 
odor not possessed by any of the aforementioned ingredients. The manufacturer 
stated that the odor was due to the essential oils of anise, wintergreen and clove. 

The denture cream was then manufactured with and without these essential 
oils. The patient reacted only to the cream containing these oils, with which 
a severe vesicular reaction occurred. 

Next the individual essential oils in a bland base of alcohol and a proprietary 
ointment were used in patch tests. The patient reacted only to oil of anise in a 
1.1 per cent concentration, 











Fig. 1—Positive reaction to a patch test with denture cream. 


Control tests on thirty normal subjects with oil of anise in the same base gave 
negative results, as did control tests with the denture cream. 

The conclusion from the foregoing data was that the patient had definite 
sensitivity to oil of anise. The next step was to reproduce the stomatitis if 
possible. 

Reproduction of the Stomatitis —The patient was given some commercial oil of 
anise gum-drops to eat, and at the end of twenty hours she presented severe 
stomatitis of the entire mouth. This was exactly similar to the original stomatitis, 
except that when the patient was first seen the involvement was confined mostly 
to the area beneath the plate, while in the new outbreak this portion was the 
least involved, the plate acting somewhat as a shield to the underlying mucosa. 

Subjective symptoms were severe and are best described in the patient’s own 
words: 

“At two o'clock of the first day I ate two anise gum-drops, and immediately 
after chewing and swallowing I was conscious of dryness in the mouth. I con- 
tinued eating two or three pieces per hour until I had eaten a dozen or so. Within 
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two or three hours my mouth felt as if it had been rinsed with a strong astringent, 
growing dryer and dryer as the evening progressed. By midnight the insides 
of my cheeks felt as if they were corrugated, with great ridges on each side. 
In fact, there was such discomfort from swelling that I couldn’t sleep. The 
tongue had swelled considerably, and the sensation was that of a mouth and tongue 
scalded by hot soup—only intensified. The inside of the mouth became deep 
strawberry red almost immediately after the candy was eaten. Deep clefts 
appeared in the tongue, and all sense of taste disappeared. 

“The second day all these symptoms were still acute, and I had a miserable 
day from a sore mouth. Much to my surprise, vinegar did not cause any dis- 
comfort—it had only a flat taste, with no burning or smarting. One of the most 
painful foods was ice cream. 

“On the third day there was a little let-up in the soreness, but the extreme 
dryness and swelling continued. It was still difficult to eat anything in comfort— 
so much so that I preferred not eating and took only such things as mashed 
potatoes and soft foods without seasoning. 











Fig. 2——Flare-up after exposure to fumes of oil of anise of site of a positive 


reaction to a previous patch test. A faint papular dermatitis can be seen. 


“Aiter the fourth day there was a gradual abatement of discomfort, but 
the soreness did not disappear until the ninth day and the dryness persisted 
until the twelfth. Until that time my cheeks adhered so tightly to my teeth that 
after sleeping or talking for a while I moved my lips with difficulty. The taste 
buds were still affected to some extent—foods not having their full flavor. 

“On the fifteenth day after eating the candy, I was left with a red tongue, 
slightly swollen. Otherwise the symptoms had gone.” 

After the manifestations described subsided, in order to rule out a possible 
Stomatitis by ingestion, capsules with oil of anise were given. The patient 
swallowed twenty-five of these capsules within four hours, and there was no 
reaction. 

As oil of anise contains about 90 per cent anethol, the patient was next tested 
with 1.1 per cent anethol in the base of alcohol and a proprietary ointment. 
There was a severe reaction. 

It was concluded from the aforementioned tests that the specific ingredient 
responsible for the stomatitis, and probably for the dermatitis, was the odor 
principle, anethol, the chief constituent of the oil of anise. 
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In order to substantiate this further, the patient was tested with oil of 
fennel, which contains 60 per cent anethol. The reaction was markedly positive. 

The patient was next tested with some other essential oils from fruits belong- 
ing to the same botanic family as anise and fennel, such as coriander and caraway. 
She reacted mildly to oil of coriander. There was no reaction to oil of caraway. 
The only oil other than that of anise which contained anethol was that of fennel. 
No explanation is offered for the reaction to oil of coriander. It may, however, 
explain a previous mild stomatitis from eating a dill pickle, as certain dill pickles 
are flavored with oil of coriander. 

I was informed by eminent chemists that it is impossible to separate the odor 
principle of anethol from the rest of the oil. The patient was therefore tested 
with the fumes of the oil, and within twenty-four hours there were a definite 
papular eruption on the area exposed and a marked focal flare-up of the sites 
of the patch tests to which there had previously been positive reactions. 

As a final experiment, attempts at passive transfer were made. These were 


unsuccessful. 

The dermatitis has not recurred since the patient discontinued using the 
denture cream, and there has been no recurrence of the stomatitis since it was 
intentionally reproduced. 


COMMENT 


Anise is a well known drug, mentioned by the earliest writers on 
medicine and referred to as a medicine or a spice. The “Pharmacopoeia 
of the United States” recognizes both true oil of anise from the fruit 
of Pimpinella anisum and the oil from star anise, the fruit of Illicium 
verum. The flavor and the odor depend on the anethol, of which the 
oil contains 90 per cent. In addition, oil of anise contains choline and 
a fixed oil sugar. 

Anethol (paramethoxyallylbenzene, C,,H,,O) is the principal con- 
stituent of oils of anise and of star anise and is an important constituent 
of oil of fennel. It is usually obtained from oils of anise, of star anise 
or of fennel, by freezing either the oil itself or the corresponding frac- 
tion. Synthetically it has been obtained in several ways. 

Oil of anise and its chief constituent, anethol, are used rather fre- 
quently both in medicine and in commerce. Medically the oil is used 
as a carminative and stomachic, as well as for flavoring such pharma- 
ceuticals as cough syrups. It is a constituent of camphorated tincture 
of opium. Anethol has been used on the skin in a 1 per cent ointment 
for body lice and scabies. 

Commercially the oil is used as a flavoring agent in the confectionary, 
baking and distilling industries. It is frequently encountered in liquors 
and is an ingredient of some essences and bitter beverages. It is used 
rather extensively in the baking industry, and its presence is obvious 
in certain gum drops and in licorice. It is frequently employed in per- 
fumes for soaps, tooth-pastes, denture creams and mouth rinses, as well 
as in handkerchief perfumes. 
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Cases of contact dermatitis from the volatile oils have been reported 
previously.® To date, however, the literature has revealed no case of 
cutaneous sensitivity to oil of anise. 

No attempt has been made to review thoroughly all cases of contact 
stomatitis. It is interesting, however, to note some of the more common 
causes of irritation of the mucous membranes, shown by a study of 
the literature. 

“Rubber sore mouth” from vulcanite dentures has been known for 
years. The exact cause of this, however, is still undetermined. Prinz 
and Greenbaum‘ mentioned a case of hypersensitivity of the oral 
mucosa to one of the modern synthetic substitutes for vulcanite. Lind- 
say * reported the case of a patient who was sensitive to his own denture 
but not to other similar material and concluded, therefore, that the irri- 
tation was due to insufficiently “cured” dentures, which liberated such 
irritants as formaldehyde, phenol and an aniline dye. Rattner * recently 
reported three cases of contact stomatitis due to sensitization to dental 
plates made of hecolite (a synthetic substitute for vulcanite). 

Although they cited no specific cases, Prinz and Greenbaum called 
attention to the fact that stomatitis may ensue from the use of tobacco, 
alcohol or spices, the inhalation of dust or gases or the local application 
of drugs. 

Miller ® included in his new textbook an excellent chapter on oral 
and dental diseases of occupational origin. He discussed in detail cases 
of stomatitis due to abnormal atmospheric and thermic conditions, dust, 
gases, poisons and chemicals. 

Templeton and Lunsford '° reported some interesting cases of cheili- 
tis and stomatitis from hexylresorcinol tooth-paste. It is probable that 


6. (a) Lane, J. E., and Strauss, M. J.: Toilet Water Dermatitis, with 
Especial Reference to “Berlock” Dermatitis, J. A. M. A. 95:717-719 (Sept. 6) 
1930. (b) Kober, G. M., and Hanson, W. C.: Diseases of Occupation, Phila- 
delphia, P. Blakiston’s Son & Co., 1922, p. 368. (c) Fanburg, S. U., and Kaufman, 
J. G.: Eczema Due to Lemon Peel, J. A. M. A. 97:390 (Aug. 8) 1931. (d) 
Lane, C. G.: Dermatitis Caused by Oil of Citronella, Arch. Dermat. & Syph. 
5:589-590 (May) 1922. (e¢) White, R. Prosser: The Dermatergoses, or Occu- 
pational Affections of the Skin, ed. 4, London, H. K. Lewis & Co., Ltd., 1934, 
p. 442. (f) Tulipan, Louis: Dermatitis from Cinnamon, Arch. Dermat. & Syph. 
25:921-923 (May) 1932. (g) Weber. 

7. Prinz, Herman, and Greenbaum, Sigmund S.: Diseases of the Mouth 
and Their Treatment, Philadelphia, Lea & Febiger, 1935, p. 215. 

8. Rattner, Herbert: Stomatitis Due to Sensitization to Dental Plates, J. A. 
M. A. 106:2230-2232 (June 27) 1936. 

9. Miller, S. C.: Oral Diagnosis and Treatment Planning: A Textbook for 
Students and Practitioners of Dentistry and Medicine, Philadelphia, P. Blakiston’s 
Son & Co., 1936. 

10. Templeton, H. J., and Lunsford, C. J.: Cheilitis and Stomatitis from 
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1932. 
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in at least one of these cases the essential oil or some ingredient other 
than the hexylresorcinol was the etiologic agent, because patch tests 
with hexylresorcinol solution gave negative results, though results of 
tests with hexyiresorcinol tooth-paste were strongly positive. 

It is needless to do more than mention Lain’s *! excellent work on 
chemical and electrolytic lesions of the oral cavity produced by metallic 
dentures. His observations but furnish further examples of contact 
stomatitis. 

In addition to the preceding instances, contact stomatitis has been 
reported as occurring from cotton, asparagus, chewing-gum and, no 
doubt, many other sources. 

Stomatitis venenata from the essential oils is unusually rare, accord- 
ing to reports available in the literature. Tulipan,®** in reporting a case 
of cinnamon dermatitis, mentions the fact that oil of cinnamon blisters 
the mucous membranes of normal persons. 

Ochsenius '* in 1931 reported irritation of his own mucous mem- 
branes from menthol lozenges. He stated that he had seen many patients 
with grip in whom stomatitis developed after the use of similar lozenges. 
His report, however, is not beyond criticism, for it appeared as an 
advertisement for certain types of lozenges, and no experimental work, 
such as patch testing, was carried out. 

The only pertinent report encountered on sensitivity of the mucous 
membranes to the essential oils is that of Urbach and Wiethe,’* who 
stated that to their knowledge such sensitivity had not been reported 
except for vague mention of volatile odorous material as a cause in 
some cases of hay fever. 

Urbach and Wiethe reported several cases in which they studied the 
reactions of both the skin and the mucous membranes to certain essential 
oils. One of their patients noted swelling and inflammation of the lips 
and the mucous membrane of the throat after drinking salvia (sage) tea. 
Patch tests on the lip and other skin gave positive results, and a marked 
reaction was obtained when a sponge soaked with oil of salvia (sage) 
was placed within the nose. There was no reaction, however, to an 
extract which had been boiled free of its odor. The authors concluded, 
therefore, that the sensitivity of the mucous membranes was due to the 
odor-producing material of the oil and stressed the importance of this 
in certain cases of hay fever. Their other cases involved reactions of 


11. Lain, Everett: Chemical and Electrolytic Lesions of the Oral Cavity 
Produced by Metallic Dentures, Arch. Dermat. & Syph. 25:21-32 (Jan.) 1932. 

12. Ochsenius, K.: Ueberempfindlichkeit gegen atherische Oele, Miinchen. 
med. Wchnschr. 78:2201 (Dec. 25) 1931. 

13. Urbach, E., and Wiethe, C.: Aetherische Oele als Ursache von allergischen 
Haut- und Schleimhauterkrankungen, Miinchen. med. Wehnschr. 78:2030-2033 
(Nov. 27) 1931. 
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the skin and mucous membranes to the essential oil in lemon peels. 
In these cases there was no uniformity of reaction between the skin 
and the mucous membranes. In some cases both were hypersensitive, 
whereas in others only the mucous membranes reacted. 

One of the most interesting features in the first case of Urbach and 
Wiethe and in my case is that both the skin and the mucous membranes 
were hypersensitive to the essential oil. Jadassohn * and others have 
remarked on the rarity of this dual hypersensitivity, and Jadassohn 
reported several examples of cutaneous sensitivity to mercury and iodo- 
form in which there was no sensitivity of the mucous membranes. 

All dermatologists have observed similar cases and recognize that 
even in cases of extreme cutaneous hypersensitivity to poison ivy the 
extract can be taken by mouth or the leaves even chewed with impunity. 
Sulzberger,’®> however, recently observed cases in which lesions of the 
mucous membrane of the mouth resulted from chewing the leaves. I 
recently observed a case of cutaneous sensitivity to metaphen; yet there 
was no irritation of the mucous membrane when the substance was 
instilled into the nose. Scheer '® reported a case of somewhat similar 
sensitivity to ephedrine. 

The importance of sensitivity of the mucous membranes to exog- 
enous factors is not its rarity but rather the fact that it does exist. If 
oil of anise, oil of salvia and the essential oil from lemon peel can 
produce stomatitis, there is every reason to believe that other volatile 
oils can do likewise. It is entirely possible that in at least some cases 
stomatitis, glossodynia, leukoplakia, glossitis and the like may have their 
origin in contact. 

There are many unanswered questions with regard to the case here 
reported. Why did this patient not react with stomatitis before she 
began using the denture cream? She had unquestionably had previous 
contacts with oil of anise. Did she become sensitized only after pro- 
longed contact with the contaminated artificial denture? Does prolonged 
and repeated contact explain the localized dermatitis on the left hand 
as well? The right hand must have come in contact with the allergen 
occasionally. Can it be concluded, in view of the presumptive mild 
stomatitis from eating pickles and the positive reaction to a patch test 
with oil of coriander, that the patient’s mucous membranes are hyper- 
sensitive to this essential oil? In the case of a person whose skin and 


14. Jadassohn, J.: A Contribution to the Study of Dermatoses Produced by 
Drugs, in Collected Essays and Monographs, London, Sydenham Society, 1900, 
pp. 207-229. 

15. Personal communication to the author. 

16. Scheer, M.: A Case of Dermatitis Venenata Due to Ephedrine, Arch. 
Dermat. & Syph. 20:641 (Nov.) 1929. 
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mucous membranes both react to a given allergen can it be concluded 
that all positive reactions to patch tests are indexes of mucosal hyper- 
sensitivity? Is hypersensitivity of both the skin and the mucous mem- 
branes to the same allergen actually as rare as some observers would 
have it believed? In cases of suspected contact stomatitis how accurate 
are results of patch tests applied to the cutaneous surface, and what 
is their significance? Lastly, could this patient be desensitized by 
repeated contacts with oil of anise in gradually increasing strength? The 
patient permitting, it is hoped that some light may be shed on these 
intriguing questions in the not too distant future. 


SUMMARY 


A case is reported of stomatitis which is thought to have been of 
contact origin because it was confined for the most part to the area 
surrounding the patient’s artificial denture. This manifestation was 
accompanied with dermatitis of the left hand. Patch tests were done 
with material similar to that in the denture, with negative results. The 
denture itself was used in a test and it caused a strongly positive reac- 
tion. Patch tests were likewise performed with the cream used in clean- 
ing the denture and there was a severe vesicular reaction. When the 
various ingredients were used for testing, the patient was found to be 
sensitive only to oil of anise. As oil of anise contains 90 per cent anethol, 
the patient was tested with this substance, and again a severe reaction 
resulted. In order to substantiate conclusions drawn from the preceding 
data, the stomatitis was reproduced by feeding gum-drops containing 
oil of anise. The patient was tested with several other essential oils 
and reacted severely only to the two which contained the anethol, namely, 
oil of anise and oil of fennel. There was a slight reaction to oil of 
coriander, for which no explanation can be given other than, perhaps, 
a multiple sensitivity to certain essential oils. The fact that that oil 
is in the same botanic family group as anise does not offer a satisfactory 
explanation, because the patient did not react to oil of caraway, which 
is also in that family. 

Patch tests with oil of anise and with the denture cream were per- 
formed on many controls, with negative results. Attempts at passive 
transfer were unsuccessful. 

There has been no recurrence of the stomatitis since it was repro- 
duced intentionally eighteen months ago. There has been no recurrence 
of the dermatitis since use of the denture cream was discontinued. 


ABSTRACT OF DISCUSSION 
Dr. Joun G. Downrtnc, Boston: This report will encourage more careful 
examination of the oral cavity in cases of dermatitis venenata. However, mucous 
membranes heal so rapidly | that the lesions have generally disappeared by the 
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time of examination unless the irritant remains in contact, as it did in this case. 
A carefully obtained history may reveal recent rhinitis with complaints of sneezing 
and nasal discharge or stomatitis with dryness of the mouth, swelling of the 
tongue or coughing before or after the onset of the dermatitis. 

Workers exposed to irritating dust, such as that in mines and in quarries, 
frequently show stomatitis, perhaps due to the combination of poor dental hygiene 
and the particles of dust. 

Stomatitis has been reported in workers with mother of pearl (Moral, H., 
and Frieboes, W., Atlas der Mundkrankheiten, mit Einschluss der Erkrankungen 
der ausseren Mundumgebung, Leipzig, F. C. W. Vogel, 1924, fig. 16), and Valerio 
reported twenty cases of alveolar stomatitis in hydraulic cement workers. Temple- 
ton and Lunsford’s reports on stomatitis due to hexylresorcinol tooth-paste were 
interesting, and it is surprising that in none of these cases was there a positive 
reaction to patch testing with hexylresorcinol, because this solution will produce a 
severe vesicular eruption in hypersensitive persons. Cummer has reported a case 
of dermatitis and stomatitis following the use of hexylresorcinol. Pyrethrum 
powder may cause dermatitis, conjunctivitis, nasopharyngitis and respiratory symp- 
toms. Sodium silicate produces folliculitis of the skin and irritation of the mucous 
membranes. Volatile solvents dissolve oils and fats of commercial products and 
affect the same substances in the human tissue, with subsequent disturbance of the 
skin and the mucous membranes. Frequently the condition of the skin may be the 
warning signal of the less common but more serious involvement of the central 
nervous system. The most dangerous solvents, such as carbon tetrachloride, in 
the pure state do not give such a warning, having no effect on the skin unless 
adulterants have been added—an event which may happen in degreasing operations. 

In April 1936, I saw a worker in a rubber mill who had used a phenylhydrazine 
compound to break down rubber. After seven hours’ exposure his eyelids became 
edematous and his eyes red, and an itchy eruption appeared on the hands and 
arms. He stopped work for nine days and then returned to the same work; he 
suffered a severe recurrence, consisting of dermatitis of the exposed skin, with 
loss of the senses of taste and smell, burning of the mouth and tongue and a 
dry cough. Patch tests gave positive results. The area to which the dry powder 
was applied showed a reaction five times larger than that to which the moistened 
powder was applied. It is always well to test with powders in the dry as well 
as in the moistened state, for, as is the case with bronze powder, the reaction 
may be negative when the moistened powder is applied. 

Sawing, planing, boring and drilling of poisonous woods give rise to fine 
dusts which cause dermatoses and nasopharyngeal symptoms. Workers exposed 
to unknown powders and volatile oils of plants might be tested by scratch tests 
when patch tests give negative results. For example, a girl packer in a drug 
house complained that she suffered from blisters on her lips and dryness of 
the mouth and throat, accompanied with a severe choking sensation every time 
she was exposed to lycopodium. She gave an intense reaction to a scratch 
test with this substance, while the results of a patch test were negative. 

Dr. Loveman’s report emphasizes the fact that in many cases it is the fault 
of the subject, not of the substance. 

When one considers the frequency of the various plant oils in food, medicine 
and cosmetics and the variety of reports of disabilities from their use one must 
conclude that these cases are instances of extreme hypersensitivity, perhaps 
subsequent to a mycotic infection or acquired by prolonged intimate contact. 
This was shown by the thirty controls used by Dr. Loveman. 
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Dr. Davin I. Macut, Baltimore: I was interested in Dr. Loveman’s paper 
because of the work I have been doing with volatile oils. Here is an excellent 
illustration of the importance of the dictum of modern pharmacology that every 
drug is really a poison and, conversely, that every poison may, when properly 
used, be a medicinal or therapeutic agent. It all depends on what I like to call 
the “four dimensions of pharmacodynamics.” The first condition depends on the 
patient, the second on the intrinsic properties of the chemical or drug and the 
third on various external conditions, such as barometric pressure, temperature and 
so on; last there is the so-called fourth dimension, the time factor. I believe 
that factor plays a role in the present case. 

Oil of anise is universally regarded as a mere flavoring agent or occasionally 
as a perfume. My experiments have shown that a few minutes after 0.1 cc. of 
this oil is put on a mouse or 1 or 2 cc. of a 25 per cent solution in alcohol 
is put on a rat the animal will absorb this drug through the integument, become 
unconscious and, if the dose is large enough, die. The same is true of the 
principal constituent of oil of anise, anethol, which likewise penetrates through 
the skin. Yet when such drugs as oil of anise and anethol are used in small doses 
they are useful, because they serve as vehicles for carrying other potent agents 
into the deeper layers of the skin and possibly into the general system. 

This case should not be referred to as one of allergy, unless the term denotes 
merely an idiosyncrasy on the part of the particular subject to small doses of 
the poison. By allergy I usually understand a reaction or sensitivity to a protein. 

Oil of fennel contains anethol, and this case reminds me of a curious medico- 
legal case I had a few years ago in which a child was “poisoned” accidentally 
because, while its mother intended to give it some fennel tea, a drug clerk instead 
dispensed another herb, which contained hemlock. It was claimed that the child 
was poisoned by hemlock. A comparative pharmacologic examination of the 
herb dispensed and of fennel showed that the hemlock had long ago decomposed 
and was not present in the herb but that on the other hand, there were enough 
anethol and phellandrene in the fennel tea to poison a person. The drug clerk 
through carelessness actually had sold to the mother an herb which was less 
poisonous than fennel, which contains appreciable quantities of anethol and 
phellandrene. 

Dr. Francis P. McCartuy, Boston: I have been interested in oral disease 
for several years. Stomatitis venenata is relatively rare and very rare in con- 
nection with dermatitis venenata. Practitioners have been blaming much stomatitis 
on irritation from dentures, and in many instances it is reasonable to suppose 
that the soaking of the denture overnight in some antiseptic was the important 
iactor in the production of a localized process in the mucous membrane. In 
generalized erythematous eruptions in the oral cavity one must seriously con- 
sider the possibility of a venenata factor, in contrast to endogenous eruptive 
lesions, and there are many cases observed in a clinic for oral disease in which 
evidences of localized stomatitis are apparent and in many instances are related 
to overmedication, usually by the dentist. I may state, for example, that strong 
solutions of sodium perborate may be an important factor in the production 
of at least temporary stomatitis. The use of chromic acid on the gums over 
a period is capable of producing localized chemical gingivitis which may go on to 
actual hypertrophy of tissue and in many instances to the staining of enamel. 
The placing of an acetylsalicylic acid tablet between the buccal mucosa and the 
gingiva overnight to relieve localized pain might occasionally result in localized 
erythema and irritation. 
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The rapid regenerative power of the mucous membrane in contrast to that 
of the skin is important as an indication that the mouth is immune to external 
irritation. As the mouth is the portal through which irritants enter the gastro- 
intestinal tract, it is evident that human beings are endowed with a cavity that 
is largely resistant to external irritants. 

Dr. H. RAttNeErR, Chicago: Some months ago, when Dr. Loveman told: me: of 
this case of stomatitis, I thought of course that in my three cases of stomatitis 
from dental plates I probably had missed something. Fortunately, I was able 
to reexamine two of the patients, and I am satisfied that the stomatitis was due to 
the material composing the denture plate. Since then I have observed four more 
cases, all of them definite instances of stomatitis from dental plates, probably 
from some material used in the manufacture of the plates. This report of Dr. 
Loveman emphasizes the importance of searching for external irritants in cases 
in which there are inflammatory reactions in the skin and the mucous membranes 








Minor Notes 


DERMATITIS VENENATA FROM USE OF PHYSOSTIG- 
MINE SALICYLATE IN THE EYE 


Hersert S. Aven, M.D., ano Jack W. Jones, M.D., ATLANTA, Ga. 


Since we have been unable to find any report of physostigmine salicylate as a 
cause of irritation of the skin, the following case may be of interest: 


REPORT OF A CASE 


Mrs. M. P. complained of an itching and burning eruption of the upper and 
lower lids of the right eye of two months’ duration. It was becoming progressively 
worse. Erythema, edema and scaling were present in a well demarcated outline 
surrounding the right eye. The conjunctiva was slightly injected, and the pupil 
was the size of a pinpoint. 

The ophthalmologist who referred the patient to us stated that he had first 
examined her one year previously, when she presented glaucoma simplex of the 
right eye and absolute hemorrhagic glaucoma of the left eye. The left eye was 
removed, and she was instructed to use 3 drops of a solution containing % grain 
(0.03 Gm.) of physostigmine salicylate to the ounce (28 cc.) of distilled water in 
the right eye. The tension in the eye was 35, and vision was 20/40. This condi- 
tion was controlled by this medication. 

Suspecting physostigmine salicylate as a causative factor, we instructed the 
patient to supplant its use with that of a 1 per cent solution of pilocarpine and 
to apply a modification of calamine lotion locally. In a few days she was well. 
Patch tests with the physostigmine salicylate and the pilocarpine solution showed 
an intensely erythematous reaction in forty-eight hours to the first solution but 
no reaction to the second. 

Sensitivity to atropine solutions and butyn, as used in the eye, has been rather 
common in our experience. This is, however, the first instance in which we (or 
the ophthalmologist) have noted irritation to the skin due to physostigmine sali- 
cylate even after prolonged use. 


THE NODE 


Largest of the Solid Primary Lesions of the Skin 


ARTHUR WILLIAM STILLIANS, M.D., CuIcaco 


Dermatologic terminology suffers because a number of terms have several mean- 
ings. Some years ago it was not unusual for a medium-sized solid elevation of 
the skin to be referred to as a “tubercle.” This was easily confused with the 
pathologic term “tubercle,” and a distinct gain was made in clarity when this term 
was put aside and the solid elevation of the skin between the size of a split pea 
and that of a hazelnut (0.3 to 1.5 cm.) referred to as a “nodule.” 
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For the largest of the solid elevations of the skin, however, the old confusion 
persists, and the terms “gumma” and “tumor” are still in use. “Gumma” is used 
most frequently to designate a large tertiary syphilid, and “tumor,” like “tubercle,” 
has another meaning in pathologic usage. A word is needed which is not com- 
monly used in another sense without a modifier. To correspond with the term 
“nodule,” “node” is the term I should suggest. It is used in other connections, to 
be sure, but always with a modifier. Parrot’s nodes in syphilis and Heberden’s 
nodes in arthritis deformans are always linked with the proper name. Nodes on 
the hair in piedra, leptothrix, trichonodosis and trichorrhexis nodosa are not likely 
to cause any confusion, for the hair is always mentioned in those connections. 
Reference is never made to lymph glands as nodes except with the specifying term 
“lymph.” 

I believe, therefore, that clarity would be aided by the adoption of the term 
“node” for the solid elevation of the skin 1.5 cm. in diameter or larger. 











News and Comment 


SOCIAL HYGIENE DAY 

National Social Hygiene Day, the second observance of which has been set 
for Feb. 2, 1938, by the American Social Hygiene Association, marks the high 
point in the year-round effort to gain popular interest and support for the activities 
of the health authorities and the medical profession in dealing with syphilis and 
gonorrhea. Interested official and voluntary agencies concentrate their efforts at 
this time on giving the subject the widest possible publicity by arranging for 
meetings of interested groups, press stories and comment, appropriate radio 
broadcasts and the like. 

The first National Social Hygiene Day, Feb. 3, 1937, was an immediate 
success in accomplishing its purpose. It was marked by hundreds of meetings 
throughout the country. More than a thousand newspaper clippings from all 
parts of the country testified to the uniformly favorable reaction of the press. 

“Stamp Out Syphilis—Enemy of Youth” is the slogan for the 1938 Social 
Hygiene Day’ meetings. Particular emphasis will be laid on the control of 
syphilis among persons in the age group from 20 to 30, among whom more than 
half of all new infections occur. 

Suggestions for meetings and practical community programs may be obtained 
from the American Social Hygiene Association, 50 West Fiftieth Street, New 
York. The association will be glad to supply interested persons and groups with 
materials such as exhibits, films and literature. 


DEATHS 
Prof. Otto Kren, of Vienna, Austria, died on Dec. 3, 1937. 








Obituary 


HARVEY PARKER TOWLE, M.D. 
1867-1937 


Harvey Parker Towle, a widely known physician and a distin- 
guished dermatologist, died in Newton, Mass., on Oct. 7, 1937, after an 
illness of several months. Born in Somerville, Mass., on March 15, 
1867, the son of Orel and Mary (Sears) Towle, he prepared for college 
in the schools of his native city and was graduated from Harvard 
College in 1888 and four years later from the Harvard Medical School. 

He served as medical intern at the Boston City Hospital, completing 
his service in 1892. His genial personality and unfailing cheerfulness 
endeared him alike to his colleagues and to his patients. For the year 
following his internship he had an appointment at the State Infirmary 
at Tewksbury, Mass. There he came under the influence of the strong 
personality of the late Dr. H. B. Howard, then superintendent of the 
hospital, and, like many another man, could trace the effect of that 
association throughout his later years. 

From August 1893 to March 1894 he served in the administrative 
office of the Boston City Hospital. 

In June 1895 he went to Switzerland to continue his study of the 
German language, and in September he went to Vienna, Austria, to study 
dermatology with Professors Kaposi and Neumann. There he remained 
until March 1896, when he went to London, England, to study in the 
hospital there. He returned to Boston in May and began his life work 
as a dermatologist. For a time he was an assistant in the dermatologic 
clinics of the Boston City and the Carney Hospital and in 1904 was 
appointed to the dermatologic staff of the Massachusetts General Hos- 
pital, became co-chief with Dr. Charles J. White in 1914 and remained 
on active duty until his resignation, in January 1925, when he was 
appointed to the Board of Consultation. 

Dr. Towle was a keen clinical observer and a good diagnostician and 
was possessed of a knowledge of therapeutics which gave him extraor- 
dinary skill in handling cases presenting difficult problems. He was an 
excellent teacher, presented his subjects in a clear, orderly, understand- 
able form and was popular with students. For several years he gave 
an intensive course—clinical and didactic—at Dartmouth College, until 
that medical school ceased to grant degrees. He began teaching in the 
Harvard Medical School as assistant in the department of dermatology 
in 1905 and was later instructor in the Graduate School, resigning in 
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1924. At one time he taught tropical medicine as well as dermatology. 
For several years he was a member of the medical advisory committee 
for the state leper colony at Penikese Island, and he made visits to that 
institution until the United States Marine Hospital was opened at 
Carville, La. 

During the World War, in association with the Surgeon General’s 
office, he devoted himself whole-heartedly to teaching recently appointed 
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1867-1937 


medical officers of the United States Army, giving small groups intensive 
training in clinical dermatology. 

He was a member of the Massachusetts Medical Society and was 
at one time chairman of its Section on Dermatology and Syphilology. 
For many years he was a member of the American Dermatological 
Association, Inc., and he served as its president in 1923-1924. 
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His discussion of papers was vital and interesting, and as a member 
of committees on entertainment he was efficient and resourceful, doing 
much to promote the enjoyment of his fellow members. 

It was his suggestion that an annual joint meeting of dermatologic 
societies of the cities of the North Atlantic region be held, the result of 
which was the formation of the Atlantic Dermatological Conference. 
The success—both scientific and social—of the meetings of that organi- 
zation is well known. 

He made numerous contributions to the literature of dermatology 
and for many years edited the section “Progress in Dermatology” for 
the Boston Medical and Surgical Journal. 

He was a member of the Harvard Club of Boston and held member- 
ship in many other clubs and societies. 

One of his outstanding activities was the management of the Rox- 
bury Clinical Record Club, which started about forty years ago in 
Roxbury, Mass., when a few physicians met at the office of each in 
rotation to discuss cases from their clinical records. In November 1924 
it became a dining club, with Dr. Towle as its secretary-treasurer. 
Meetings are now held at the Harvard Club of Boston, with dinner and 
a scientific program. Dr. Towle devoted much time to choosing topics 
and speakers who were prominent in their fields of general medicine 
and the specialties. The success of the club stands as a memorial to his 
judgment, activity, personality and devotion. 

For several years Dr. Towle sang with the Harvard Alumni Chorus. 
He enjoyed chess and squash, was an active member of Trinity Church 
and was president of Trinity Men’s Club during 1935 and 1936. 

In 1898 he married Miss Alice M. Buswell, of Newton, Mass. 
Mrs. Towle and three daughters survive him. 

Harvey Towle was a stanch friend, a delightful companion and a 
welcome addition to any group. He will long be missed by his host of 
friends in and outside of the medical profession. 


C. Morton SmituH. Boston. 








Abstracts from Current Literature 


Epitep By Dr. HERBERT RATTNER 


THe Virus TuMors AND THE TUMOR ProBLEM. Peyton Rous, Am. J. Cancer 
28 :233 (Oct.) 1936. 


The author discusses virus tumors in experimental animals and the various 
considerations pointing to the possibility that viruses may be involved in the 
development of mammalian cancer and sarcoma. He believes that it may prove 
worth while to consider one or more tumors of unknown cause as due to viruses, 
since such speculation may lead to fruitful results in research on cancer. 


SYNOVIOMA OF THE HAND. W. C. Brack, Am. J. Cancer 28:481 (Nov.) 1936. 


The author reports a subcutaneous nodular tumor which developed on the web 
of a thumb after a crushing injury and which progressively enlarged. Histologic 
study revealed the tumor to consist largely of a single type of fusiform cell, with 
iarge reticular nucleus and basophilic cytoplasm and appearing to be secretory or 
supportive. The tumor was considered to be benign and to have its origin in a 
tendon sheath or bursa. 


THe ActTiON oF SHORT RAapio WAVES ON TISSUES. FRANK DICKENS, STANLEY 
F. Evans and Hans WeiL-MALHERBE, Am. J. Cancer 28:603 (Nov.) 1936. 
In this experiment the authors studied in vitro the effects on tumor tissue of 
radio waves of from 3.4 to 7.2 meter wavelength. They concluded that any effects 
on metabolism or growth are due to the effects of heat, because when heat was 
excluded in the experiments no effect on metabolism or growth was demonstrable. 


Tue RESPECTIVE ROLES oF HEREDITY AND SOMATIC MUTATION IN THE ORIGIN 
oF MaLicnancy. W. F. DuNNING, M. R. Curtis and F. D: Buttock, Am. 
J. Cancer 28:681 (Dec.) 1936. 


The experiments described in this paper were conducted on rats with the car- 
cinogenic chemicals 1, 2, 5, 6-dibenzanthracene and 3, 4-benzpyrene. The conclu- 
sions drawn were similar to those reported after experiments with cysticercus 
tumors, namely, that the capacity for malignancy is probably a universal charac- 
teristic of cells and that the histogenesis of the tumors was determined by for- 
tuitous exposure of the various types of cells to the irritant. Determining factors 
were the doses of the carcinogenic agents and the number of foci inoculated, rather 
than the age, the sex or the genetic constitution of the host. 


Foerster, Milwaukee. 


IpIOpPATHIC HEMORRHAGIC SARCOMA (KaApost). BERNARD S. DENZzER and Howarp 
C. Leopotp, Am. J. Dis. Child. 52:1139 (Nov.) 1936. 


This is the report of Kaposi’s sarcoma in a 4% year old American boy, born 
of Italian parents. He was one of unidentical twins. There was marked involve- 
ment of the lower parts of the legs, the abdomen and the back. Therapy with 
filtered roentgen rays failed to arrest the progress of the disease, and the patient 
died. The diagnosis, unlike that in most of the previously reported examples of 
the disease in childhood, was confirmed by histologic examination and later by 


autopsy Netson Paut ANpeERSON, Los Angeles. 
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ATABRINE PIGMENTATION. ABRAHAM J. SCHECHTER and H. M. Taytor, Am. J. 
M. Sc. 192:645 (Nov.) 1936. 

The administration of atabrine, an effective antimalarial drug, is frequently 
followed by yellow pigmentation of the skin, which may persist for months. The 
deposition of this pigment in the skin results in a diffuse yellow discoloration, most 
prominent on the dorsal surfaces of the extremities and in the folds. The char- 
acter of the change is such as to suggest pernicious anemia, jaundice or carotenemia. 

Since atabrine is a derivative of acridine, it is excreted in the urine and may 
be demonstrated by a number of tests. 


SUBCLINICAL HypoTHYROIDISM IN CHILDREN. MAtrHeEwWw MoritcH and Sam 
Po.rAkorF, Endocrinology 20:816 (Nov.) 1936. 


The authors compiled the replies of a group of outstanding endocrinologists 
to a questionnaire concerning hypothyroidism in children. The most common physi- 
cal findings were dry skin and brittle hair. Ichthyosis and dermatitis were not 
infrequently observed. Among other findings were sensitiveness to cold, genital 
hypoplasia: and nuchal distribution of fat. The mental symptoms tended toward 
either apathy or irritability. 

As the estimation of the basal metabolic rate in children is not reliable and 
clinical judgment and therapeutic tests with thyroid usually establish the diagnosis 
of hypothyroidism, dermatologists may be of aid in recognizing this condition. 


Tuyroip DysFUNCTION IN HEMOCHROMATOSIS. M. NorMAN OrGEL and Davip 
Barr, Endocrinology 20:839 (Nov.) 1936. 


Orgel and Barr mention hyperthyroidism as not infrequently observed in the 
early stages of hemochromatosis. The increased deposition of pigment in the 
thyroid gland is later accompanied with fibrosis and with a progressive decrease 
in function of the gland. 


STUDIES ON THE SENSITIZATION OF ANIMALS WITH SIMPLE CHEMICAL CoM- 
POUNDS. K. LANDSTEINER and JoHN JaAcoss, J. Exper. Med. 64:717 (Nov.) 
1936. 7 


Because of conflicting reports in the literature with reference to the production 
of anaphylaxis by arsphenamine, Landsteiner and Jacobs have attempted to improve 
the technic. Local hypersensitiveness to arsphenamine was demonstrated in a 
previous experiment. Arsphenamine had a greater sensitizing capacity than neo- 
arsphenamine. 

Sensitization of guinea-pigs by intracutaneous injection of arsphenamine was 
tollowed by intravenous injection of arsphenamine and guinea pig serum. About 
half the animals died in typical anaphylaxis, while others presented distinct 
symptoms. 

Landsteiner and Jacobs found it particularly significant that in a number of 
sensitized animals similar effects resulted from the intravenous injection of ars- 
phenamine without the admixture of guinea-pig serum. Lyncu, St. Paul. 


THE RELATION OF THE WATER METABOLISM TO EXPERIMENTAL SKIN INFECTIONS. 
GeorGe V. Kutcuar and Harry E. Avperson, Brit. J. Dermat. 48:477 (Oct.) 
1936. 


Rabbits were used in a study of the effect of dehydration on the susceptibility 
to and course of cutaneous infections. The studies indicated that cachexia induced 
by dehydration is not followed by increased susceptibility but rather by increased 
resistance to experimentally induced cutaneous infections. After infection is well 
established, its involution is hastened by dehydration and reactivated by restoration 
of the water balance. It is suggested, but not established, that the cutaneous 
retention of water accompanying an increase in the dextrose content of the skin 
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may explain the susceptibility to infections of the skin observed clinically in patients 
with derangements of the carbohydrate metabolism. Dehydration in these experi- 
ments was brought about by depriving the subject of water. Otherwise the diets 
were the same for both control and experimental animals. 


PEMPHIGUS NEONATORUM. A. K. Bowman, Brit. J. Dermat. 48:484 (Oct.) 1936. 


The author describes his method for treating pemphigus neonatorum. The 
skin is gently swabbed with ether, and the bullae, with a surrounding area of about 
1 inch (2.5 cm.) radius, are painted with a 3 per cent solution of mercurochrome. 
The patient is then immersed bodily in a bath of 8 per cent solution of boric 
acid, and the blister is removed by the firm but circumscribed movement of a 
sterile cotton-tipped applicator—a fresh applicator for each blister. The opening 
of all the lesions having been completed, the child is removed from the bath 
and swathed in an absorbent towel. A second painting of each infected spot with 
mercurochrome follows. The painted areas are then allowed to dry by evaporation, 
and the whole of each stained area is covered with one or two layers of collodion. 

With this method some forty patients were successfully treated, and it is claimed 
for this form of treatment that it is a “specific measure reduced to its simplest 
terms.” 


THE PATHOGENESIS OF HysTeRICAL SkIN-AFFeEcTIONS. H. HAXTHAUSEN, Brit. J. 
Dermat. 48:563 (Nov.) 1936. 


It has been maintained that certain hysterical eruptions of the skin can arise 
apart from any external traumatic action on the skin, perhaps by physical influence 
or by an efferent impulse originating in the nervous system and progressing to the 
skin. The hypothesis has gained acceptance, despite a lack of conclusive proof, 
that the skin of hysterical persons must react with abnormal severity toward 
various forms of external irritation by virtue of a peculiar sensitivity of pre- 
sumably vasomotor dependency. Haxthausen undertook to investigate the problem 
by submitting the skins of eight patients with factitious lesions to experimental 
exposures to different irritants, physical and chemical. He compared the reactions 
induced with those following similar exposures of healthy controls. In the patients 
with factitious lesions the skin reacted in every way exactly as a normal skin 
toward the irritant used, indicating no basis for the assumption of an increased 
responsive capacity in the skin of patients with factitious dermatitis. ‘In regard to 
the question of the pathogenesis of these cutaneous affections, it would seem reason- 
able in consequence to cast the deciding vote in favour of the physical changes, 
and to interpret the pathomimic lesions as being determined by influences of a 
morbid nature acting upon a skin reacting per se in a normal manner towards the 
actual irritative effect.” 


ALLERGY. W. N. GorpsmirH, Brit. J. Dermat. 48:593 (Dec.) 1936. ALLercy. 
G. B. Dow née, ibid. 48:601 (Dec.) 1936. 


Goldsmith defines allergy as a specific change in the degree of sensitiveness 
toward a definite substance or physical stimulus on the part of a subject or of 
one or more of his tissues and states that it is not correct to use the word in 
the restricted sense of increased reaction as opposed to anergy. 

Dowling maintains that there is nothing to be gained in practice by attempting 
to draw a line between allergic and idiosyncratic reactions. The two authors agree 
that for the development of clinical symptoms something more is required than 
the mere sensitization of the skin; that the mechanism of interaction between 
antigen and antibody obtains in only certain of the so-called allergic diseases. 
Latent allergy, atopic dermatitis, contact eczema, urticaria and related conditions 
are discussed in a broad sense in both papers, each author pointing out that too 
many things have been assumed for allergy with little foundation. The whole 
complex phenomenon, however, cannot be wished away, says Goldsmith, and more 
has to be known about the mechanism. Rattner, Chicago. 











ABSTRACTS FROM CURRENT LITERATURE 91 


TrRopICAL ULCER, WITH SPECIAL REFERENCE TO Its ArtioLocy. F. W. CLEMENTS, 
M. J. Australia 2:615 (Nov. 7) 1936. 

The author gives a comprehensive and detailed study of tropical ulcer, a dis- 
abling disease which involves about 10 per cent of the natives of New Guinea. 
The disease has been known as the Aden ulcer, Annam ulceration, Cochin sore, 
Delago sore, Mozambique sore, Naga sore, Natal sore, phagedena tropica (Italian), 
Rhodesian sore, tropische Phagadenismus (German), ulcére phagédenique des pays 
chauds (French), ulcere tropicale (Italian), Yemen sore and Zambesi sore. The 
geographic distribution in various countries is noted and can be graphically shown 
by drawing a belt around the globe between 35 degrees north and 10 degrees 
south latitude. 

“Tropical ulcer” is no longer a diagnostic scrap heap for all ulcers that do 
not respond to arsenical therapy. The ulcer may be acute but as a rule is chronic, 
appearing spontaneously or superimposed on a wound. The lesion starts as a 
bleb, which gradually increases in size and ruptures, undermining as it progresses, 
with much destruction of tissue. The ulcer is circular, with an unhealthy vellowish 
green base and jagged, uneven edges, and is always confined to the skin and con- 
nective tissues. The histopathologic changes of the skin resemble those in pellagra 
in the desquamative stage. One of the common characteristics is that the fusiform 
bacilli are grouped near the surface and the spirochetes are scattered throughout 
the deeper layers of tissue. 

As a result of an epidemiologic survey on the island of Manus, New Guinea, 
and of a series of experiments conducted at the School of Public Health and 
Tropical Medicine, a number of hypotheses regarding the source of tropical ulcer 
have been advanced : 

1. That a diet rich in carbohydrates, low in fat and poor in protein and either 
partially or completely deficient in vitamin Be acts as a predisposing factor in 
tropical ulcer. 

2. That the direct cause of an ulcer is the invasion of the tissues by fusiform 
bacilli and spirochetes. In New Guinea the reservoir of these organisms is the 
mouth, whence they are introduced into wounds in the skin. The most common 
method of infection is by infected saliva, with which wounds are contaminated. 
Expectoration is an uncontrollable factor among the natives. 


3. That a diet similar in composition to that found to be a predisposing factor 
in New Guinea prepares rats for experimental inoculation with ulcers. 


4. That the predisposing diet rich in carbohydrates, low in protein and fat 
and partially or completely deficient in vitamin B. acts by lowering the reduction 
potential of the tissue to a point below that of the invading organisms. These 
organisms then reduce “the oxygen-containing materials” in the tissues and thus 
obtain the necessary oxygen in an acceptable form for their growth and propaga- 
tion. This process fails to occur when the causal organisms are introduced into 
healthy skin, because the reduction potential of healthy skin is higher than that 
of the invading anaerobes. 

In the prophylaxis of tropical ulcer three avenues of approach are suggested, 
namely, (1) the improvement of the general nutrition of those affected, (2) the 
removal of the reservoir of infection and (3) the prevention in simple wounds of 
development into tropical ulcer. 

Local, medical and surgical methods of treatment are discussed. Various drugs 
that have been used are listed and their results are given. The most favored 
forms of treatment are oxidizing agents locally and the arsenical preparations 
intravenously. The author uses a hypertonic salt bath and straps the wound when 
clean. The surgeons advocate excision of the ulcer, followed with graft of tissue, 


for the best immediate results. Baer, Pittsburgh. 


New Cases or “SypHitom” 1n Cats. A. Henry and Lours Bory, Bull. Soc. 
franc. de dermat. et syph. 43:1481 (July) 1936. 
The authors report a series of seven cases of peculiar feline disease characterized 
by a chronic granulomatous type of inflammation. The disease is apparently infec- 
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tious and transmitted to the cat by some other animal (rat?). The portal cf entry 
is the upper lip, which presents an inoculation chancre of long duration, accom- 
panied by submaxillary adenitis. The lesion may disappear slowly, reappear in 
situ or remain for several months. Papular, hypertrophic, real and false gummas 
appear, especially on the inner surfaces of the thighs. These seem pruritic, are 
accompanied by adenitis and lead to cachexia and death. 
The authors have not yet found the causative organism. 
LayMon, Minneapolis. 


INHIBITION AND EXTINCTION OF SENSITIVE POINTS OF THE SKIN. S. W. GOLMANN, 
Encéphale 31:176, 1936. 


Clinical evidence is presented for the “extreme lability of the excitable elements” 
of the skin, as opposed to the classic concept of a “mosaic” of constant points, 
each having a specific sensory receptivity to heat and cold. Thus, in a case of 
meralgia paraesthetica light contacts over the lateral aspect of the thigh produced 
painful sensations in the territory of the lateral femoral cutaneous nerve. ‘The 
painful sensation did not appear when the skin of the anterior surface of the 
thigh was lightly pinched or pressed. The same stimuli, as well as heat or cold, 
when applied to the opposite extremity or to different nerve territories, had no 
inhibiting effect on the painful sensation, thus showing that the inhibition was not 
due to distraction of attention. Similar relations were observed in several other 
cases of meralgia and in association with a traumatic lesion of the sciatic nerve 
and with tabes. Three tabetic patients presented the plantar phenomenon of 
Rubens Hirschberg, consisting of intense, burning pain on slight superficial 
stimulation of the sole of the foot. The pain could be attenuated or completely 
suppressed by compressing the sole of the foot immediately after the pain- 
producing stimulus, by touching the sole with a tube containing water at 40 C. 
or by tickling the sole. In a case in which the pain persisted long after cessation 
of the stimulus, it could be extinguished by tickling but reappeared as soon as 
this ceased. By repeated tickling the pain could thus be made to disappear and 
reappear successively five or six times. In certain tabetic patients a pinprick is 
first felt as dull and only from five to eight seconds later as sharp. In a patient 
with tabes light rubbing of the stimulated point immediately after the “dull” 
response prevented the “sharp” sensation from appearing. Patients suffering from 
painful nerve disease often discover a stimulus which attenuates the pain. In 
every-day life pain resulting from intense heat is attenuated by friction of the 
affected area, pruritus by scratching, etc. These observations are in keeping with 
those of Waterston, who found that the specific sensory points of the skin fluctuated 
from one examination to the next. Leriche likewise found no constant hot or cold 
points and regarded all modes of common sensation as modifications of touch. 
Golmann concludes that the “mosaic” of sensory points of the skin changes 
unceasingly under the influence of stimulation of neighboring areas, of previous 
stimulation and of processes taking place in sensory centers, such as the thalamus 


and the cortex. Liser, New York. [ArcH. Neurot. & Psycutat.] 


OpHTHALMIC HERPES ZOSTER AND TOTAL PARALYSIS OF THE OCULOMOTOR NERVE. 
P. Nico-rau and S. DracAnesco, Rev. d’oto-neuro-opht. 14:479 (July-Aug.) 
1936. 

A woman aged 52 experienced suborbital and ocular neuralgia five days after 
contusion of the left frontoparietal region. On the following day a vesicular 
eruption appeared in the left frontal region and on the left upper eyelid. Two days 
later vesicles appeared on the outer limb of the cornea and the left nasal ala. 
Mydriasis, loss of the light reflex and ptosis accompanied the eruption. Paralysis 
of the third nerve became total four days later. Superficial keratitis with cyclitis 
occurred after another five days. Regression began only after five weeks, and 
three months after onset of the illness slight ptosis of the left lid, slowness of 
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the pupillary reaction to light and residual keratitis were still present. The fact 
that the cerebrospinal fluid showed no albuminocytologic changes indicates that 
the infectious process was confined strictly to the nerve pathways and that when 
the meninges were reached immunization had already occurred. In 1922 Marinesco 
and Draganesco advanced the theory that the zosterian vesicle is an ectodermal 
reaction process, due to intradermo-epidermal penetration of a filtrable virus and 
not to trophic disturbances. Nuclear and protoplasmic inclusions in the cells 
removed from the vesicular area and the presence of infiltrative alterations in the 
subjacent derma and nerve terminals were demonstrated. The propagation of 
the virus along preformed nerve pathways was called odogenesis by Marinesco 
and Draganesco, whether ascending (neuroprobasie of Levaditi), descending 
(Foerster) or by diffusion along all cerebrospinal and sympathetic nerve conductors 
(septineuritis of Nicolau). According to Levaditi, the portal of entry of the zonal 
virus is the rhinopharynx, while Marinesco and Draganesco expressed the belief 
that the infection is cutaneous. Local factors—modifications of the physicochemical 
properties of the skin—probably influence the localization of the infectious process. 
The course of the virus in the case reported was along the frontal nerve to the 
gasserian ganglion, thence to the nasal nerve, the ophthalmic ganglion, the long 
ciliary nerves and the third nerve and via the motor root of this nerve to the 
ophthalmic ganglion. The appearance of the eruption in stages is proof that the 
zonal virus followed preexisting nerve pathways, its propagation being directed 
by its neurotropic affinity and by odogenesis. 


DENNIS, San Diego, Calif. [Arcu. Nevurot. & Psycutrat.] 


CONTRIBUTION TO THE KNOWLEDGE OF PsortAsis PustuLosa. P.° Pinetti, Gior. 

ital. di dermat. e sif. 77:713 (Oct.) 1936. 

Pinetti agrees that pustular psoriasis should have a separate place in nosology, 
being distinguishable from acrodermatitis continua suppurativa (Hallopeau) and 
from impetigo herpetiformis. He reports a case of the type of pustular psoriasis 
described by Zumbusch in a woman aged 83, who in the course of typical chronic 
psoriasis suffered from acute exacerbations, with an outbreak of a generalized 
pustular eruption, symptoms of general infection and a temperature of 103 F. 
She made an uneventful recovery. The lesions of chronic psoriasis persisted. 


Tue BEHAVIOR OF CEVITAMIC ACID IN NORMAL AND IN [IRRADIATED SKIN. PIETRO 

G. CASTELLINO, Gior. ital. di dermat. e sif. 77:967 (Dec.) 1936. 

Castellino avers that normal skin contains a certain amount of cevitamic acid 
(vitamin C), which varies in different animals but averages 0.04 micromilligrams 
per gram of fresh tissue. There is no difference in the amount of cevitamic acid 
found in white and in black skin, which seems to prove that there is no relation 
between the amount of cevitamic acid and the amount of pigment of the skin. 
Ultraviolet radiation stimulates the formation of cevitamic acid when applied in 
small or moderate amounts but inhibits it when used in large quantities. These 
variations are temporary, and the content of cevitamic acid returns to normal as 
soon as the irradiations.are discontinued. These variations refer to the part ot 
the skin under irradiation but not to the whole cutaneous covering. 


Parvo-Cas7TELLo, Havana, Cuba. 


THe Position oF ALLERGY AND IMMUNITY TO TUBERCULOSIS IN THE LIGHT OF 
RECENT INVESTIGATIONS. Kart Sipos, Dermat. Wehnschr. 102:578 (May 2) 
1936. : 

In the human, as well as in the animal, organism, the process of immunity 
following an infection starts with the development of an allergic state, which leads 
to various symptoms and reactions. Immunity is to be considered an expression of 
allergy, and the two show in their main factors a definite parallelism. This may be 
shown by Kallos and Nathan’s epicutaneous tuberculin reaction better than by the 
more commonly known Pirquet and Mantoux reactions. ; 
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PARONYCHIA AND ONYCHIA BLASTOMYCETICA (PANARITIUM BLASTOMYCETICUM). 
Awnpreas Dosa, Dermat. Wchnschr. 102:582 (May 2) 1936. 


The author observed twelve cases of unusual paronychia and onychia. 

Most of the patients were women, and the fourth and fifth fingers of the right 
hand were most frequently involved. The condition consisted of a pustular 
paronychia with involvement of the nails. Mycelia and spores were seen in the 
pus, and cultures of various types of organisms were obtained. The condition 
was resistant to ordinary forms of therapy but responded to increasing doses of 
vaccine prepared from the cultures. 


“Sex HorMONE” THERAPY IN ACNE. ALADAR VON VARGA, Dermat. Wehnschr. 
102:584 (May 2) 1936. 
The author gives briefly the histories of three young women who had acne 
and an associated menstrual disturbance. In each of the three appropriate glandular 
therapy without local treatment cured the acne. 


[NORGANIC PHOSPHORUS IN THE BLOoop oF PATIENTS WITH Psoriasis. M. P. 

Batunin, Dermat. Wchnschr. 102:587 (May 2) 1936. 

Batunin found an increased content of inorganic phosphorus in the blood cf 
most of thirty-nine patients with psoriasis. The increase was most marked in those 
with universal long-standing eruptions. In ten of the patients in whom the con- 
dition was progressive no increase was noted. 


EXPERIMENTAL INVESTIGATIONS OF THE ACTION OF GOLD AND OF ANTIMONY PREP- 
ARATIONS ON THE GRANULOPOIETIC SystTEM. C. S. Pan, Dermat. Wehnschr. 
102:648 (May 16) 1936. 

Repeated injections of a gold or of an antimony preparation in guinea-pigs 
failed to cause any marked hematologic change. Animals given an erythema dose 
of roentgen radiation showed a decrease in neutrophilic leukocytes which persisted 
for about two weeks. A number of guinea-pigs received repeated doses of a gold 
or of an antimony preparation in addition to the radiation. These responded with 
the same temporary drop in leukocytes. Histologic examination of the bone 
marrow showed no damage. 


HeMorRHAGIC DISEASE OF THE NAIL BeEps IN PoLyMORPHOUS EXUDATIVE 
EryTHEMA. N. G. SCHEREMETJEW, Dermat. Wchnschr. 102:656 (May 16) 
1936. 

Hemorrhagic lesions developed in the nail beds on the fingers of a patient with 
severe erythema multiforme. The lesions in this location were petechial. 


Tue Microscopic EXAMINATION OF CULTURES OF FUNGI IN THE TEST TUBE WITH 
THE O1r IMMERSION Osjective. P. W. Scumuipt, Dermat. Wchnschr. 102:673 
(May 23) 1936. 

Schmidt describes a simple method for examining cultures of fungi in the test 
tube with the oil immersion objective. The 50 xX objective is more suitable than 
those affording greater magnification. Two photomicrographs are included to 
indicate the possibilities of the method. 


THE INFLUENCE OF GRENZ RAYS ON THE SKIN (HISTOLOGIC AND HISTOCHEMICAL 
INVESTIGATION). WILHELM Muivprapt, Dermat. Wehnschr. 102:701 (May 
30); 732 (June 6) 1936. 


Milbradt reports a rather intricate laboratory investigation into the biologic 
effects of soft roentgen rays. The most notable conclusion is that there is a 
marked similarity in the histologic and histochemical changes caused by ordinary 
roentgen rays and by the super-soft rays (Bucky rays). 
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Hypnosis in Eczema. A. I. KArRTAMISCHEW, Dermat. Wchnschr. 102:711 (May 
30) 1936. 


Kartamischew reports briefly the results of treating eczema by means of hyp- 
nosis. In all but two of thirteen patients considerable improvement occurred. The 
author concludes that hypnosis is a valuable adjunct to the treatment of eczema. 


Linear Eczema. S. Lerpner, Dermat. Wehnschr. 102:729 (June 6) 1936. 


The author describes a patient in whom eczema, developing on the forearms 
and hands, followed a linear arrangement over the radial arteries. 


PATHOLOGY OF THE DISORDERS OF THE CUTANEOUS BLoop VESSELS. ALBERT W1ED- 

MANN, Dermat. Ztschr. 73:241 (June) ; 329 (July) 1936. 

Wiedmann limits his discussion to pathologic changes of the blood vessels of 
the skin. He divides these conditions into three groups: (1) inflammation of the 
vessel wall, under which he includes both hyperergic and serous inflammation ; 
(2) mechanical blocking of the circulation by thrombosis and emboli, and (3) 
degenerative processes. The subject is discussed fully, and a bibliography is 
appended. 


Tue CLoseE RADIATION (“NAHBESTRAHLUNG’) OF EPpITHELIOMA. H. G. Bope, 
Dermat. Ztschr. 73:317 (July) 1936. 


Bode reports good results in treating epitheliomas with an ordinary tube at 
irom 6 to 8 cm. focal skin distance. He follows Chaoul’s method, using unfiltered 
radiation and 70 kilovolts. A total of 5,000 roentgens was used in most instances, 
500 being given every day for six days and then, after an interval of four days, 
500 roentgens for four days. 


HYPERKERATOSIS SUBUNGUALIS CONGENITA OR PACHYONYCHIA CONGENITA. A. 

JorpANn and R. Rypnick, Dermat. Ztschr. 73:326 (July) 1936. 

The authors describe a patient 11 months old who had a subungual hyper- 
keratosis, with thickened nails on all fingers and toes. The ‘condition had been 
present at birth. There was no history of similar changes in other members of 
the family. The baby died of tuberculosis which it had acquired from its mother, 
but the authors do not believe that this disease had anything to do with the 
condition of the nails. 


INVESTIGATIONS OF THE PERMEABILITY AND THE COOLING ErFrect OF OINTMENTS. 

W. Lutz and A. Haenet, Dermat. Ztschr. 74:1 (Aug.) 1936. 

Laboratory experiments showed that petrolatum and hydrous wool fat are non- 
permeating. Their addition to a cooling ointment decreases its permeability, its 
power of evaporation and its cooling effect, according to the amount added. 
Though laboratory findings cannot be translated to clinical conditions without 
further observation, the findings are definite enough to indicate that petrolatum 
should be omitted from cooling ointments. 


THE INFLUENCE OF CALCIUM ON PoORPHYRINURIA IN LEAD INTOXICATION. H. T. 
Scureus and H. G. Curist, Dermat. Ztschr. 74:14 (Aug.) 1936. 


In a series of rabbits that had received lead carbonate, the effect of calcium 
gluconate on the amount of porphyrin in the urine was determined. The authors 
found that in those fed an alkaline green diet the calcium had little or no effect 
on the amount of porphyrin in the urine. In those fed a diet of oats (producing 
acid urine) the calcium decreased the amount of porphyrin in the urine consid- 
erably. 


% 
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An Unusvat Case or FAScIAL AND MUSCULAR TUBERCULOSIS, APPARENTLY DUE 

TO AN INJECTION OF FRIEDMANN’S SERUM. H. Sprarke, Dermat. Ztschr. 74: 

21 (Aug.) 1936. 

A patient who suffered with tuberculous ulcers of the legs was treated by 
intramuscular injections of Friedmann’s serum. An extensive dissecting fascial 
and muscular tuberculosis developed at the site of the injections. The bacillus of 
turtle tuberculosis was not recovered from the lesions. 


MENSTRUAL DerMATOSES. MARIAN FELLNER, Dermat. Ztschr. 74:79 (Sept.) 1936. 


The author lists the cutaneous disorders which have been associated with men- 
struation. No discussion is included, but an extensive bibliography is appended. 
Taussic, San Francisco. 


A Speciric Cutaneous “IopateE REACTION” IN CASES OF SENSITIVITY TO IODINE. 
H. TAmura, Hihu-to-Hitunyo 3:429 (Aug.) 1935. 

Having been assigned by Professor Minami to study the applications of iodine 
in dermatologic practice, the author takes as material for this report a case of 
dermatitis herpetiformis, which has already been reported by Professor Minami 
in the first issue of the Hihu-to-Hitunyo, and one case of iodide acne. 

In 99 patients (69 men and 30 women), selected at random, without symptoms 
of sensitivity to iodine, intracutaneous injections of 0.05 cc. of a 1.3 per cent solu- 
tion of potassium iodate on the outer surface of the upper part of the arm 
resulted in development within twenty-four hours of a tensely distended bleb 
occupying the entire area of the wheal made by the original injection in two men, 
of a flat, flaccid bleb or blebs, not occupying the entire area of the original wheal 
in eleven men and four women and a negative reaction (maybe some brownish 
discoloration or induration or a few millet-sized vesicles) in fifty-six men and 
twenty-six women. 

The two strong reactors were given 1 Gm. of crystals of iodine internally, and 
one of them responded with typical iodide acne. This subject, together with the 
two patients previously mentioned (one with dermatitis herpetiformis and the other 
with known iodide acne) as obvious examples of sensitivity to iodine, were sub- 
jected to the Prausnitz-Kiistner passive transference test, the control serums being 
secured from persons apparently not sensitive to iodine. 

As a rule the serums of these three patients when injected intracutaneously 
into healthy persons and into rabbits and guinea-pigs caused more marked local 
reactions to subsequently injected potassium iodate solution than did the serums 
from the nonsensitive persons. 


CONTRIBUTION TO THE SUBJECT OF THE “IODATE REACTION”: I. THE COMPLEMENT 
FIXATION REACTION AND THE JoOpATE Reaction. H. Tamura, Hihu-to- 
Hitunyo 4:18 (Feb.) 1936. 

Rabbits weighing approximately 2 Kg. were selected and put in three groups. 
Those in group I were sensitized to potassium iodide (from 10 to 15 injections 
of 0.5 cc. per Kg. of a 1 per cent aqueous solution being given every third or 
fourth day subcutaneously), and those in groups II and III were treated (under 
conditions identical with those for group [), respectively, with iodine (1 per cent 
in 50 per cent alcoholic solution) and potassium iodate. Six or seven days after 
the last injection specimens of blood serum were secured (cardiac picqure) and 
complement fixation reactions instituted, the same iodine preparations being used 
as antigens as had been used in the sensitizing treatments, with the following 
results: When the antigen employed was potassium iodide a fairly pronounced 
positive reaction was secured in every rabbit of group III, a less pronounced posi- 
tive reaction in those of group II and only a weakly positive one in those of 
group 1. (Normal serums from controls all gave negative reactions.) When 
compound solution of iodine was used as the antigen, the reactions in only group II 
were positive to any extent; potassium iodate did not show any antigenic effect 


in any group. 
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In the rabbits, intracutaneous injections of a 1 per cent aqueous solution of 
potassium iodate only produced marked reactions, the reaction being most pro- 
nounced in those rabbits with a strong positive complement fixation reaction to 
potassium jodate. 

It is believed that in cases of sensitivity to potassium iodide there may be a 
tendency toward the acid side of the hydrogen ion concentration of the body fluids 
in iodine-sensitive subjects, resulting in the production of iodates, with the tran- 
sient liberation of free iodine according to the following formula :1’—1l.—10';. In 
the presence of the albumins of the tissue fluids, perhaps under the influence of 
vital processes, an iodine albuminate is formed, and it is to this product that the 
authors attribute the manifestations of sensitization. 


CONTRIBUTION TO THE SUBJECT OF THE “IODATE REACTION”: III. SENsiITIVITY TO 
TINCTURE OF IODINE OR IODOFORM AND THE “IJopATE Reaction.” H. TAMURA, 
Hihu-to-Hitunyo 4:442 (Aug.) 1936. 

In six clinical patients in whom more or less sensitivity to tincture of iodine 
or to iodoform was revealed either by irritation of the skin after application or 
by a rather typical pustular eruption or gastric pains and headaches after internal 
administration, the “iodate reaction” was intensely or at least fairly positive. The 
author thinks that this reaction when positive does not always signify a sensi- 
tivity to potassium iodide but may indicate merely sensitivity to some form of 
iodine, i. €., iodine sensitivity in the broad sense. BRENNAN, Chicago. 


MAcuLAR Type oF BuLLous HerepitAry DystropHy. W. L. L. Carot and 

R. Koo1y, Maandschr. v. kindergeneesk. 6:39 (Nov.) 1936. 

A study was made of several affected members of the second generation of a 
family with bullous hereditary dystrophy, a disease described in 1908 by Mendes 
da Costa and van der Valk. It is remarkable that one of the most prominent 
symptoms, the bullae, was never present when the children were carefully treated 
in the hospital but always appeared when they were at home. Injections of a 
preparation called ambinon (said to contain the thyrotropic and gonadotropic 
hormones of the anterior lobe of the hypophysis) improved the growth of hair 
temporarily. 


ERYTHEMA NoposuUM WITH NEGATIVE REACTIONS TO TUBERCULIN. T. HALBERTSMA, 

Maandschr. v. kindergeneesk. 6:113 (Dec.) 1936. 

Next to the form of erythema nodosum closely related to tuberculosis exists 
another form with a different etiology. Halbertsma describes some cases of the 
second type. Two of these cases were in sisters who had erythema nodosum at 
the same time; in one girl it developed in connection with beginning tuberculous 
peritonitis; in the other, without any tuberculous infection. Even after eleven 
years the Pirquet and Mantoux tests of the latter patient gave negative results. 
Another case was that of a child whose mother died of tuberculosis; in the child 
with erythema nodosum the tests for tuberculosis repeatedly gave negative results. 


A SIMPLE TREATMENT OF ANGIOMA. E. vAN MINDEN, Nederl. tijdschr. v. geneesk. 

79:5642 (Dec. 7) 1935. 

Van Minden was able to obtain the disappearance of angioma in eight of nine 
young children by vaccinating them against smallpox near the places where the 
angioma existed (arms, legs and trunk); the lesions on the heads of the children 
he treated in the usual way, by irradiation. 


DIPHTHERIA OF THE Lips. L. VAN DER MOLEN, Nederl. tijdschr. v. geneesk. 79: 
5753 (Dec. 14) 1935. 
Molen reports a case of primary diphtheria of the lips, complicated by paralysis 
of the muscles of the neck, in a boy of 3 years. Complete recovery took place. 


VAN CREVELD, Amsterdam, Netherlands. [Am. J. Dis. Cuttp.] 
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H. Rattner, M.D., Secretary 


Dermatitis Exfoliativa Following Medication with Bismuth. Presented 
by Dr. A. W. STILLIANS. 


C. P., a laundry driver aged 33, had an attack of lichen planus several years 
ago, which cleared up following mercurial injections. In June 1936 a pruritic 
eruption appeared on his ankle, which was diagnosed as lichen planus. For this 
he was given six intramuscular injections of a suspension of bismuth subsalicylate 
in oil with butyn at intervals of one week. The pruritus became more intense, 
and the eruption extended and became scaly. In spite of soothing treatment an 
exfoliative dermatitis developed; the temperature rose to 102 F., and there were 
a temporary albuminuria, an eosinophil count of 26 per cent and enlargement of 
the lymph glands in the right groin and on the right side of the chest. 

Microscopic examination of a gland from the groin showed no evidence of 
lymphoblastoma. 

After four months of treatment with colloid baths, administration of sodium 
thiosulfate intravenously, calcium gluconate intramuscularly and intravenously, 
dextrose intravenously and quinine orally the exfoliative condition improved mark- 
edly. As it cleared the eruption of lichen planus reappeared on the legs. Recently 
the dermatitis has in¢reased. 

At present the patient shows a subacute dermatitis with lichenification and 
excoriations on his neck, in and about the axillae, on the thighs, in the groins and 
on the genitalia. On the legs are noted many bluish gray hyperkeratotic nodules 
of hypertrophic lichen planus. Some of these nodules show a circinate arrangement. 

Histologic examination confirmed the diagnosis. The specimen showed marked 
hyperkeratosis, an increase of the granular layer, edema of the rete cells, dis- 
turbance of the basal layer in some areas, with incipient vesicle formation between 
it and the papillary layer, and a fairly dense infiltration, chiefly of round cells, 
in the upper part of the cutis, sharply limited by a line parallel to the cutaneous 
surface. 

DISCUSSION 

Dr. E. A. Ortver: The patient states that he had his last injection of bismuth 
in November 1936. For that reason I do not believe this condition to be bismuth 
dermatitis. The eruption has the appearance of a severe contact dermatitis, but 
since the patient gives no history of contact with any irritants, it may be due 
to quinine. I would venture the diagnosis of dermatitis medicamentosa or derma- 
titis venenata with lichen planus. 

Dr. E. P. Ze1ster: The bismuth treatment for lichen planus was first reported 
in this country from the Mandel Clinic of the Michael Reese Hospital (Grossman, 
H. D.: The Treatment for Lichen Planus with Intramuscular Injections of Bis- 
muth Salicylate in Oil, ArcH. Dermat. & SypuH. 26:46 [July] 1932) in fifteen 
cases, and I believe in none of these was a toxic effect manifested. Since then 
I have used it in many cases and have never seen any evidence of toxicity when 
bismuth subsalicylate was given intramuscularly in the usual dosage. 
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Dr. CLarK W. FINNERuD: I thought the condition was prcbably dermatitis 
medicamentosa, but I do not know whether the bismuth, the arsenic or the quinine 
is at fault. I have recently seen an extensive eruption from bismuth subsalicylate, 
accompanied with involvement of the gums, which looked strikingly like lichen 
planus. It followed eighteen or twenty injections of a bismuth preparaticn. 

Dr. S. W. BECKER: This patient was seen at the University of Chicago Clinics 

‘for a short time and it is said that he was given some “black pills,” which were 
probably the so-called asiatic (arsenic) pills. The eruption today, I think, is 
epidermal. The face and the eyelids are swollen, and there is the type of crusting 
one sees with an eruption originating in the epidermis. Whether it is due to 
quinine taken internally or to some medicament used externally makes no particular 
difference in the appearance. 

Dr. E. A. OLtver: Several years ago a group of cases of bismuth dermatitis 
were reported from the clinic at Rush Medical College, University of Chicago 
(Skolnik, E. A., and Aleshire, I.: Skin Eruptions from Bismuth Therapy in 
Syphilis, J. A. M. A. 98:1798 [May 21] 1932). In those cases the eruption bore 
a strong resemblance to pityriasis rosea. I have observed several cases in which 
an eruption was supposedly produced by bismuth, and in all cases the picture 
simulated that of pityriasis rosea. I do not believe that this eruption is due to 
bismuth, 

Dr. Harry M. Hence: I wonder whether patients with lichen planus show 
sensitivity to various drugs. I had two cases of lichen planus recently, with marked 
sensitivity in one to enesol (mercuric salicylarsenate) and in the other to mercuric 
salicylate. I wonder whether the whole nervous mechanism of patients with this 
condition is not such that their response to various agents is different from the 
normal one. 

Dr. A. W. Stitt1ans: While the patient was in the Wesley Memorial Hospital 
he was given about 10 grains (0.6 Gm.) of bismuth daily without trouble resulting. 
This medication was stopped when he left the hospital, at which time the eruption 
was much better. The present trouble is a sudden flare-up and may be due to an 
ointment recommended by some one outside. The patient had a real exfoliative 
dermatitis in December, and the oozing was present during that stage. The pills 
Dr. Becker gave were taken a while before administration of bismuth was begun, 
and the patient took only a few of them. I cannot prove that the condition is due 
to bismuth, but it developed during therapy with bismuth. 


Vitiligo. Presented by Dr. S. W. Becker and Dr. M. E. OBERMAYER. 


P. H., a girl aged 10 years, was presented at the October 1936 meeting of 
the Chicago Dermatological Society (ArcH. Dermat. & Sypu. 36:216 [July] 
1937), when the consensus was that the condition was vitiligo with inflammatory 
borders surrounding the patches. Since that time the condition has extended, and 
new lesions have developed. The patient has been examined by pediatricians 
in various parts of the country, who have been unable to find any physical 
abnormalities. 

A somewhat similar case is illustrated in Jadassohn’s handbook (Habermann, 
R.: Paratypische Pigmentanomalien, in Jadassohn, J.: Handbuch der Haut- und 
Geschlechtskrankheiten, Berlin, Julius Springer, 1931, vol. 4, pt. 2, p. 796). 


DISCUSSION 


Dr. JAMES H. MitTcHELL: I wish to express my appreciation to Dr. Becker 
for his presentation of the only case of this kind which I have observed. 


Dr. S. W. Becker: The family of this patient lives in Michigan but spent the 
winter in Arizona and on the western coast. The patient returned today, and I 
suggested that she come to the meeting, so that the members could see the progress. 
When she was presented in October she had inflammatory lesions with definite 
borders, all of which have now disappeared except one on the back. She has been 
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examined by several physicians. The only possible cause for the eruption revealed 
in the history is a fracture of the skull which necessitated a decompression operation 
when the patient was 5 years of age. 


Lingua Nigra. Presented by Dr. Harry M. HEpce. 


F. J., a white man aged 71, presented himself at the clinic of the Northwestern - 
University Medical School, complaining of a peculiar metallic taste and an uncom- 
fortable sensation in his tongue. This condition had been present for several years 
and had been considered a result of smoking and of eating some discoloring 
substance. He states that he has suffered from arthritis and has a cardiac lesion 
which causes him concern from time to time. He was first seen on Jan. 26, 1937, 
at which time photographs were made of his tongue and a saturated solution of 
ox bile was prescribed for local application, to be followed in ten minutes with 
a 2 per cent solution of salicylic acid in water and alcohol. One week later the 
tongue was nearly clear, and with the exception of a small area in the center it 
has remained so. 

The Wassermann test was negative. The patient states that he has had 
gonorrhea about thirty times. Cultures of material from the tongue showed 
Monilia. 

DISCUSSION 

Dr. James H. MitcHeLt: My impression was that this was a brown rather 
than black hairy tongue. I saw a brown hairy tongue recently, and I should like 
to match the length of its papillae with that of those in this tongue. I treated 
my patient with 50 per cent trichloroacetic acid, as advised by Dr. Fred Wise. 
Perfect recovery resulted, and there has been no recurrence within the past year. 


Dr. HAMILTON Montcomery, Rochester, Minn.: These tongues vary from 
light brown to blue or black, including all colors in between. Sometimes Strepio- 
thrix and sometimes various forms of Monilia are found. It is difficult to prove, 
however, that any organism is the real cause of hairy or black tongue, and this 
condition may frequently prove stubborn and resistant to treatment. 

Dr. James H. MitcHet_: The patient I spoke of was carefully studied. 
Careful cultures were made, and nothing relevant was found. I made some perma- 
nent mounts of the long papillae, which might be of interest to some of the 
members. They are exactly like some sent to me by Dr. Fred D. Weidman. 

Dr. E. A. Ovtver: I wish to endorse the treatment advised by Dr. Mitchell. 
I have used the same method and found that it works well. 


Melanosis of the Oral Mucous Membranes, Following Irradiation. Pre- 
sented by Dr. H. Rattner and Dr. J. E. Ginsperc (by invitation). 


M. B., a Negress aged 38, was first seen at the Michael Reese Hospital two 
and a half months ago, at which time a mixed tumor was resected from the left 
parotid gland. 

During the second month after the operation she received almost daily irradia- 
tion with a 2 Gm. pack of radium about the operative site (50,000 milligram hours 
in all). The last treatment was given two weeks ago. One week after the first 
treatment she noticed increasing pigmentation of the skin of the left parotid area 
and bluish black and brown mottled areas about the oral mucous membranes. 
including the tongue. The intensity of the pigmentation has increased up to the 
present time. She has had no similar condition and no lesions of any kind pre- 
viously at the site of the pigmented areas. She gives no history of internal medica- 
tion which might account for the discoloration. 

The patient’s general health has been good, and routine laboratory examinations 
in the hospital, including the taking of a roentgenogram of the chest, showed no 
abnormality, aside from a slightly diminished hemoglobin content. 
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Histologic examination of sections from one of the pigmented areas on the 
tongue showed brownish granules in the subepithelial stroma. An iron stain for 
blood pigment gave negative results. 


DISCUSSION 

Dr. H. Rattner: We presented this patient because the condition was a 
clinical curiosity that we had never seen before. 

Dr. CLarK W. FINNERUD: I was once told that if one looks in the mouth 
of a gypsy one almost invariably will find pigmentary mottling of the mucous mem- 
branes, at times even including the tongue. I think the condition is rather rare in 
Negroes, but I have seen it. This patient may have some gypsy blood, and this 
pigmentation may have nothing to do with the parotid tumor. 


Syphiloderm, Ulcerative. Presented by Dr. OLiver S. OnmMssy and Dr. W. W 
Tosin (by invitation). 

M. R., a white woman aged 57, states that twelve years ago she first noticed 
a lump on the right buttock shortly after a blow in that region. Six months later 
a physician incised the lesion, obtaining considerable pus. The ulcer failed to 
heal and was opened widely in a hospital. Shortly afterward she was given 
intensive ultraviolet ray therapy for four menths, which had no effect. Seven 
years ago the ulcerative area was completely excised but would not heal. Since 
that time the patient has received no medical attention. She stated that repeated 
tests of the blood gave negative reactions. 

The familial and the venereal history are irrelevant, and general examination 
of the patient shows nothing abnormal. Examination cf the right buttock shows 
an indurated ulcerative lesion, approximately 15 cm. in diameter, with a definitely 
arciform border. The base of the lesion is uneven, with necrotic granulations. 

The Wassermann test gave a 4 plus reaction. 

Microscopic examination of a section from the lesicn showed a marked increase 
of vascular tissue and numerous round, plasma and giant cells. 


DISCUSSION 


Dr. HAMILTON Montcomery, Rochester, Minn.: The pathologic picture is 
that of a nevus tuberculoid type of tertiary syphiloderm. A few giant and epi- 
thelioid cells are present, but the changes and the character of the infiltrate about 
the vessels at the periphery of the lesicn are characteristically those of syphilis. 

Dr. Lester M. WiepeErR, Milwaukee: I think from the clinical standpoint this 
case well illustrates the effect of trauma in the localization of syphiloderms as 
well as the need for the more frequent use of the Wassermann test by the general 
practitioner in the handling of cutaneous lesions. 

Dr. W. W. Tosin (by invitation): We showed this patient merely to illus- 
trate that a person can go arcund for a number of years with definite syphilis 
and have ail sorts of treatment without the real trouble being diagnosed. The 
Wassermann reaction was 4 plus, although on various occasions Wassermann 
tests were reported as negative. Microscopic examination of a biopsy specimen 
showed a picture typical of syphilis. 


Epithelial Nevus. Presented by Dr. Clark W. FINNERUD. 

L. E. N., a white woman aged 31, was first seen on Jan. 22, 1937, because of 
an eruption of thirteen years’ duration on the anterior surfaces of the legs, just 
above the ankles, which involved an area the size of a silver dollar on each leg. 
The patient states that she thinks the eruption began as chapping, and while it 
was more pronounced in winter it never disappeared. Formerly there was some 
pruritus in the areas, but in recent years there has been none. She has had no 
treatment except for occasional use of hand lotions on these areas. 
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Examination shows numerous light brown soft flat papules, varying in size 
from that of a pinhead to that of a matchhead, in the areas described, some of 
which are in linear arrangement. Under pressure with the diascope the individual 
lesions remain light brown. A chilblain type of circulation is present in the legs, 
and there is moderate keratosis pilaris. 

A number of the lesions were treated with solid carbon dioxide on February 10, 
and four treatments with roentgen rays, each of 150 roentgens, were administered 
on March 2, 15 and 26 and April 7, without appreciable improvement. Relics 
from the freezing have been slow in fading. 

Histologic examination showed hyperkeratosis, acanthosis and a peculiar degen- 
erative change in the cells of the stratum granulosum, each cell appearing as a 
nucleated clear space, as though the cytoplasm of the cell had been destroyed by 
intracellular edema. There were no areas suggestive of tuberculosis cutis and 
methyl violet stains showed no amyloid deposition. The corium appeared approxi- 
mately normal. 


Naevus Unius Lateris, with a Microscopic Picture Resembling Keratosis 
Follicularis. Presented by Dr. S. W. Becker and Dr. M. E. OperMaAyer. 


T. C., a white man aged 35, born in Croatia, states that he has had an eruption 
of the left groin and the thighs since infancy, which has remained stationary and 
caused no subjective symptoms. 

General physical examination showed nothing abnormal. The blood pressure 
was 130 systolic and 85 diastolic. The Wassermann and Kahn tests and examina- 
tion of the urine gave negative results. The blood count was normal. 

Examination shows a light brown eruption consisting of verrucous papules about 
0.5 cm. in diameter, arranged in streaks and patches in the areas mentioned. 

Microscopic examination showed follicular hyperkeratosis, disintegration of the 
rete and cells resembling the “grains” and corps ronds of Darier. 


DISCUSSION 


Dr. Hamitton Montcomery, Rochester, Minn.: Dr. Finnerud’s and Dr. 
Becker’s cases are interesting, as I believe they represent the extremes of the same 
condition. In Dr. Finnerud’s case the histologic changes are typical of those of 
the so-called epithelial nevus, in the sense in which that condition is described by 
Jadassohn and Gans. The slide shown duplicates figure 109 in the latter’s text- 
book (Gans, Oskar: Histologie der Hautkrankheiten, Berlin, Julius Springer, 1925, 
vol. 2, p. 227). I have observed six or more cases with this histologic picture. 
In some instances the lesions have appeared like verruca plana, and in others the 
clinical picture has been that of linear nevus or naevus unius lateris. The case 
presented by Drs. Obermayer and Becker clinically presents the latter condition, 
but from the pathologic point of view it simply shows the same changes seen in 
so-called epithelial nevus in a more marked degree. The changes seen under low 
magnification which are suggestive of corps ronds and “grain” can be seen under 
higher magnification to be clumping of granules of the cells in the stratum 
granulosum, which latter have undergone vacuolation and other degenerative 
changes. No true corps ronds or “grains” indicative of Darier’s disease are present. 


Dr. CLarK W. FINNERUD: I have had an interesting time in trying to work 
out a diagnosis of the condition in my case. I was impressed with Dr. Mont- 
gomery’s ability to make a positive diagnosis after seeing only the histologic 
section with no knowledge of the patient. When I first saw the patient I thought 
she had some hematogenous form of tuberculosis because of the symmetry and 
the brownish color of the lesions under diascopic pressure, but on microscopic 
examination tuberculosis was ruled out. I then considered the condition a probable 
nevus or possibly an unusual verruca plana juvenilis. After carefully studying the 
section I concluded that epithelial nevus alone could not be ruled out. Dr. Mont- 
gomery has observed half a dozen or more cases with an identical histologic picture, 
and, as he stated, this section is a duplicate of the patient in Gans’ textbook and 
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does not correspond closely with verruca plana juvenilis. I think the eruption 
probably is related to the type of nevus presented by Drs. Becker and Obermayer. 

Dr. M. E. OperMAYER: We presented this patient because of the unusual 
histologic picture, which had a resemblance to that of Darier’s disease. We did 
not know that such findings may be present in naevus unius lateris and were glad 
to have Dr. Montgomery call our attention to that fact. As to Dr. Finnerud’s case, 
we are unable to agree with the diagnosis of naevus unius lateris but think that the 
clinical as well as the histologic picture point to the diagnosis of juvenile verruca. 


Leukoderma Following Pityriasis Rosea. Presented by Dr. A. W. STILLIANS 
and Dr. Trpor BENEDEK (by invitation). 


J. B., a Negress aged 15, was admitted to the Northwestern University clinic 
on Aug. 12, 1936, because of pruritus and a cutaneous eruption of three weeks’ 
duration. She states that her mother gave her some dusting powder but that it 
failed to relieve the pruritus. The family and past personal histories are without 
significance. 

On admittance the patient showed typical macular, partly papular lesions of 
pityriasis rosea, following the cleavage of the skin and with a tendency to become 
confluent. These lesions were distributed symmetrically over the face, the neck, 
the back, the chest and the abdomen. They first appeared on the chest, but no 
herald patch was noted. From August 12 to 20 she used an antipruritic lotion, 
but no effect followed. On August 20 she was given one intracutaneous injection 
of 0.1 cc. of Benedek’s vaccine, in the thigh, without any further local treatment. 
After twenty-four hours the pruritus disappeared, and by August 25 the exanthem, 
particularly on the face, the neck and the anterior surface of the trunk, had 
disappeared. The lesions on the back showed evidence of involution. She was 
given a second injection, of 0.1 cc., of the same vaccine, and about three days later 
the lesions of pityriasis rosea had disappeared. She was seen eight months later, 
April 10, 1937, with typical leukoderma on the sites of the lesions on the back. 
At first there was a marked difference in color between the white spots of leuko- 
derma and the surrounding brown skin. All other lesions except those on the 
back had disappeared without leaving any discoloration. After eight months the 
patches of, leukoderma were still visible but were becoming pigmented again. 

On the site of the first intracutaneous injection, where the reaction was strong, 
there is a hard papule about 8 mm. in diameter with dark brown hyperpigmentation, 
contrasting strongly with the café-au-lait skin. The site of the second injection 
is no longer visible. 

This case is interesting because it apparently is the first of its kind presented 
in America. American textbooks make no reference to it, not mentioning even 
the few European observations (Buschke-Langer, Almkvist). 


DISCUSSION 

Dr. JAMES H. MitcHeELL: This may have been the first case presented but is 
certainly not the first that has been observed by the members of the society. I 
photographed such a condition some ten years ago in the office and certainly have 
mentioned it in discussions on various occasions. Some of the other members at 
Rush Medical College have seen similar conditions at various times. Gougerot 
has reported cases of tinea versicolor with vitiliginous relics, but in his cases it has 
been proved that the fungi act as a filter and thereby prevent tanning cf the areas 
involved. 

Dr. THEODORE CORNBLEET: This treatment, I think, would be more impressive 
if a patient had been selected who had had pityriasis rosea for a shorter time. 
Apparently this patient had the eruption for four or five weeks, and the treatment 
rather dramatically caused the lesions to disappear. I should like to see Dr. 
Benedek present some patients on whom he tried his vaccine soon after the eruption 
appeared. 
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Dr. Trpor BENEDEK (by invitation): The first observations on secondary 
leukoderma, viz., that following some previous inflammatory lesions, were -made 
in syphilis by Hardy in 1854. Taylor in 1873 reported similar cases in colored 
patients. 

I agree with Dr. Mitchell that cases like the one presented might have been 
observed cccasionally, but the fact is that the literature does not contain any 
other report. 

As to Dr. Cornbleet’s question, I have used my vaccine in cases of early 
pityriasis rosea, too. We have observed, among many other patients, a nurse in 
Dr. Stillians’ department. She had an extensive exanthem of this cutaneous 
condition ovér the entire trunk, which was of three days’ duration and asscciated 
with severe pruritus. After the first injection the severe pruritus disappeared, 
and the exanthem turned dull red and began to scale off. After the second injec- 
tion the pityriasis rosea disappeared. 


A Case for Diagnosis (Pustular Psoriasis? Acrodermatitis Continua 
[Hallopeau]?). Presented by Dr. S. W. Becker and Dr. M. E. OperMayer. 


V. N., a woman aged 25, of Polish extraction, was first seen in the dermatologic 
outpatient department of the University of Chicage on March 1, 1937, because of a 
scaling eruption of both hands, wrists and forearms of seventeen years’ duration 
and a similar condition of both feet of five years’ duration. The eruption began 
when the patient was 8 years of age, and while she does not clearly recall the 
onset, she states that the lesicns have been exudative, crusted, pustular and scaling. 
While she has been free from the condition at times, it has been persistent but 
less severe during the summer months. 

The history, physical examination and laboratory investigation showed nothing 
remarkable with the exception of the cutaneous condition. The fingers are in 
partial flexion, with considerable restriction cf motion. On the fingers and hands 
and halfway up the forearms the skin is scaly and thickened, and the finger-tips 
and palms show a few pustules. The nail beds are involved in the inflammatory 
reaction, and no true nails can be seen. Neurologic examination showed no change 
in the involved regions. A roentgenogram showed slight absorption of the term- 
inal phalanges of the fingers. : 

The patient was hospitalized on March 3, 1937, and has been under treatment 
since then. Her course in the hospital has been uneventful, except for two attacks 
of undiagnosed pain in the right lower quadrant of the abdomen. 

Microscopic examination of a section from the forearm showed hyperkeratosis 
and parakeratosis. The stratum granulosum was alternately thickened and thin. 
The stratum mucosum was acanthotic, and the papillae were for the most part 
elongated. There was slight intercellular edema, with some intra-epithelial infiltra- 
tion of round cells. The superficial vessels were dilated and surrounded by round 
cells and the papillae and the superficial part of the dermis. 


DISCUSSION 
Dr. L. F. Weser: My associates and I have had this patient under observation 
for a good many years, and there has been a question about the diagnosis. I think 
we considered the same possibilities that Dr. Becker did. A few years ago, when 
the use of crude coal tar was introduced, I used a double distillate product on 
this patient. Her condition cleared up rather promptly, but within three or four 
months she had as severe an attack as ever; so the diagnosis was still open. 
Dr. E. A. Ontver: This is probably an acrodermatitis continua of Hallopeau. 


Dr. Ottver S. Ormssy: Dr. Becker’s case appears to be an example of 
dermatitis repens of Crocker. It is now generally conceded that this disease is 
identical with acrodermatitis perstans of Hallopeau. It usually begins on the 
fingers in the region of the nails, often as suppurative paronychia, and slowly 
extends over the fingers and the palms. In cases of the severe form all the fingers 
and both palms become involved, with eventual destruction of the nails and atrophy 
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of the ends of the fingers. Occasionally the eruption may become extensive and 
terminate fatally. In a mild form described by Audry the lesions which are 
phlyctenular pustules may be limited to the palms and soles, and in these the 
destructive changes noted in cases where the involvement is severe do not develop. 
It was this type of eruption that was described by Dore as a mild localized type 
of acrodermatitis perstans. In Barbour’s first description of pustular psoriasis he 
included Dore’s cases. A similar, if not identical, condition was later described by 
Andrews and his associates as a recalcitrant pustular eruption of the palms and 
soles and‘also as pustular bacterid of the hands and feet. A number of reports 
of similar cases have been made, sometimes under cne and sometimes under another 
of these titles. In the mild form the nails are not affected, and atrophy does not 
occur. . In some instances focal infection has been given as a cause, and while the 
condition. is often persistent and rebellious to treatment, many patients afflicted 
with it recover. In my own experience the severe eruptions do not respond to 
treatment, and no infectious agent has been recovered from the lesions. It appears, 
therefore, that severe and mutilating dermatitis repens, such as that shown today, 
is a definite clinical entity. The relation of acrodermatitis continua (mild 
form), pustular psoriasis, recalcitrant pustular eruption of the palms and soles and 
pustular bacterid of the hands and feet to each other and to dermatitis repens and 
psoriasis is unsettled. 

Dr. CLARK W. FINNERUD: Recently I read all the articles on conditions 
described under these three names, and I agree with everything Dr. Ormsby has 
said. This case is similar to the well known one which Dr. Ormsby presented 
on many occasions, that of an elevator operator in the hospital with what was 
always accepted as typical dermatitis repens. [ think it is probably proper to 
classify the condition in these two cases as acrodermatitis continua of Hallopeau. 
What their relationship, if any, is to pustular psoriasis as described by Barbour 
or to recalcitrant eruption of the palms and soles, as described by Andrews and 
his associates, I do not know. 


Dr. THEODORE CORNBLEET: [| think one interesting feature was the sharp line 
of demarcation at the forearm, making a glovelike distribution. 


Dr. HAMILTON MontcoMeryY, Rochester, Minn.: At the Mayo Clinic in 1930 
there was a girl aged 18 who had extensive generalized and discrete psoriasiform 
lesions, as well as lesions involving both hands, and in whom there were exacerba- 
tions and remissions, accompanied with a daily rise in temperature. Her condition 
corresponded to that in one of the original cases described by Hallopeau as 
instances of acrodermatitis continua. Cocci were demonstrated on culture of 
material from the lesions and histologically. Hallopeau unfortunately described 
other cases of a disease which in this country would be called dermatitis repens 
of Crocker. I prefer to reserve the term acrodermatitis continua for conditions 
similar to the one I have just mentioned, in which there is generalized involve- 
ment of the skin, associated with a septic type of temperature, and in which 
organisms are demonstrated in the micro-abscesses and by culture. 

Dr. S. W. Becker: I appreciate the discussion. This patient had badly 
inflamed tonsils and we had them removed. We had a neurologist examine her 
carefully, as some nervous disturbance has been suggested as the cause cf some 
of these eruptions, but no change was discovered. She has had no arthritis, 
although there is disturbance of motion, but I think that is due to disuse of the 
muscles. She is improving, although we do not expect her to get well. Soime 
therapy is being used in an attempt to limber up the joints, and if we can 
produce any change we will report later. 


Leukaemia Cutis. Presented by Dr. F. E. SENEAR and Dr. Henry C. Scuorr 
(by invitation). 


E. L., a Negress aged 23, was referred from the Illinois Eye, Ear, Nose and 
Throat Infirmary. She states that after September 1936 subcutaneous nodules 
appeared on her body, predominantly on the back, the upper part of the chest and 
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the breasts. These lesions were increasing in number but were not painful except 
on pressure. The cervical glands were enlarged. 

The patient was hospitalized and under roentgen therapy the cutaneous lesions 
involuted, but about two weeks after the patient left the hospital they reappeared. 
There were no serologic changes. The lesions are dusky red and infiltrated, and 
some are hemorrhagic. 

One of the glands from the neck was examined microscopically and reported 
as showing lymphosarcoma. Histologic examination of tissue from the floor of 
the nose showed a thick layer of hyperkeratotic squamous epithelium. Histologic 
examination of one of the lesions by Dr. Marcus R. Caro showed a picture of 
leukaemia cutis. 

Since the appearance of the new lesions a peculiar pinkish discolcration of a 
large part of the sclera of the right eye has been noted. Complete hematologic 
study was made, and diagnoses of acute aleukemic myelosis and acute aleukemic 
lymphadenitis were suggested by the hematologist. 


DISCUSSION 


Dr. HAMILTON MontTGoMERY, Rochester, Minn.: I think this case is one of 
lymphosarcoma, and the slide shown cf the cutaneous lesion should be classified 
as lymphosarcoma rather than leukaemia cutis, because of the numerous mitotic 
figures present therein. 

Dr. Marcus R. Caro: The hematologist who has been studying the case at 
the University of Illinois is considering the diagnoses of acute myelosis and acute 
aleukemic leukemia. Sections taken from a cervical lymph gland showed the 
picture of lymphosarcoma. While at first I thought that the cutaneous lesions 
showed the histologic changes of leukemia, I am willing to accept the diagnosis of 
lymphosarcoma. 


A Case for Diagnosis (Keratosis Blennorrhagica?). Presented by Dr. M. H. 
Expert and Dr. A. SLEPYAN (by invitation). 


J. W., a Negro aged 33, was admitted to the hospital because of a generalized 
eruption. The history was vague because the patient was not completely oriented, 
but he stated that the present attack was of a few weeks’ duraticn and that he 
had had a similar one about one year ago, which lasted for several weeks. He is 
bedridden with deforming arthritis, which he states began in 1930 at the same time 
he had gonorrheal urethritis. 

Examination shows a generalized eruption on the trunk, the arms and the thighs. 
The lesions are multiple discrete hard waxlike crusts varying in size from that of 
a pinhead to that of a matchhead, which are removed with difficulty and leave a 
moist surface. On the sides of the feet and ankles some of the lesions are 1 cm. 
in diameter and conical. When removed they leave a moist reddened area. Over 
the shins, the knees and the face circinate areas are noted with the same type of 
piled-up crust at the border and a clearing center. 

Histologic examination showed the characteristic picture of keratosis blen- 
norrhagica. 

DISCUSSION 

Dr. THEODORE CORNBLEET: Several years ago I had a case of keratosis blen- 
norrhagica at the Cook County Hospital, and the eruption attained its height in 
about three weeks. I understand that that was true in this case. In my patient 
lesions developed that were rather large circinate, even geographic, figures. I 
recently read a report in which it was stated that good results followed the use 
of fever therapy. If Dr. Ebert is open to suggestions as to therapy he may find 
that procedure worth trying. 

Dr. E. P. Zetster: The case has some of the features of keratosis blennor- 
rhagica but does not show the conical lesions on the palms. and soles that one 
sees in the classic type. If the condition is keratosis blennorrhagica it is atypical. 
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Dr. Oxiver S. Ormssy: I think this case can be classified as one of keratosis 
blennorrhagica. In the case of Drs. Stillians and Zeisler there were lesions of 
generalized distribution in addition to classic lesions of the disease on the feet. 

It is interesting to note that in the investigation of this condition the gonococcus 
has rarely been found in the lesions. This can be accounted for by considering the 
lesions to be of the id type. When this disease appears the infection has been 
present for a long period as a rule and has induced a condition of allergy in the 
skin. Therefore, when the micro-organisms locate in the skin they are scon 
destroyed in the same way that the tubercle bacilli are destroyed in the tuberculids 
and sarcoids. 

Dr. M. H. Expert: The diagnosis offered is purely tentative, and considerable 
work must be done before it can be accepted. The case is unusual in many ways. 
If we are to trust the history, which is extremely questionable, the patient has had 
no attack of gonorrhea for seven years. In most cases keratosis blennorrhagica 
follows an acute attack of gonorrhea. Another unusual feature is the geographic 
type of lesions on the hips and over the body. I think Dr. Ormsby brought out 
an excellent point. I have locked up recent reports on attempts to find the 
organism in the lesions, and they have always been unsuccessful, as Dr. Ormsby 
stated. I think he postulated the correct explanation—that the eruption is of an 
id type. Buschke of Berlin has called attention to a typical eruption of this sort 
in cases in which there was no gonorrhea but a streptococcus was present, and 
he expressed the belief that the same type of eruption may follow infection with 
other organisms. In this case, however, I think we shall discover the gonococcus 
in the lesions and the seminal vesicles. In another case which I observed with 
Dr. Beeson he administered the gonorrheal vaccine and got excellent results within 
a short time. If we are able to demonstrate the organism we shall use the 
gonorrheal vaccine, and if not we shall try heat therapy, as Dr. Cornbleet suggested. 

Dr. L. F. Weser: Why should the id localize in the skin, and why should 
there not be other types of eruptions? 

Dr. M. H. Esert: I think the localization of various cutaneous diseases is 
an open problem at present. 


Epidermolysis Bullosa, Dystrophic Variety. Presented by Dr. M. H. Expert 
and Dr. A. SLEPYAN (by invitation). 


M. P., a Cuban man of Spanish descent, aged 31, states that a bullous eruption 
was first noted at sites of trauma when he was 1 month old, and became extensive. 
The toe-nails were shed early in life and the finger-nails at the age of 20, shortly 
after the patient started work as a painter. Later progressive dystrophy developed 
in the hands. In the past few years fewer bullae have appeared at sites of trauma. 

The patient looks undernourished. The cutaneous changes are present chiefly 
on the extremities. A palm-sized bluish red area over each elbow is atrophic 
and thin as cigaret paper. A flaccid bulla the size of a quarter and filled with 
cloudy fluid is situated over the right elbow. A band of atrophy extends down 
the radius to the wrist. The skin of both hands is completely atrophic. The 
fingers are fixed in permanent flexion. The nails are absent. The skin extends 
to the second phalanx of each finger, forming a web. Over the dorsum of the 
left hand there is a healing bulla. The knees are affected like the elbows. The 
shins are bluish red, and there are crusted relics of large bullae on the shins and 
the ankles. The toes are atrophic, and the toe-nails are absent. 

Microscopic examination of a section of normal skin from the back showed 
the elastica to be practically normal. 


DISCUSSION 
Dr. E. P. ZeEIstER: Has any one tried large doses of viosterol in such cases ? 


Dr. James H. MitcHett: I recommended that procedure in a similar case 
but do not know whether it was carried out or not. My patient lived in the 
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South and had a much more pronounced involvement than is present in this patient, 
but there was an interesting similarity, in that she found that less trauma followed 
use of her knuckles than her palms. 

Dr. OLIvER S. OrmssBy: It is customary to recognize two forms of this disease, 
the simple and the dystrophic. Recently a fatal form has beén described in three 
family groups; in one family there were two cases and in each of two others 
three cases. The condition began soon after birth and terminated fatally within 
a few months. In additicn to the lesions of epidermolysis bullosa there were 
associated congenital cutaneous defects. 

Dr. M. E. OspermMayer: I should like to draw attention to the fact that 
epidermolysis bullosa may be associated with, porphyria. Thus far, five cases 
have been reported in the literature and I have added a sixth. That was the case 
of the patient with epidermolysis bullosa, melanosis and hypertrichosis whom I 
presented before this society on Dec. 18, 1935 (ArcH. Dermat. & Sypu. 33:1091 
[June] 1936). Uroporphyrin, type I, was found. Our report on the experimental 
work performed on that patient has been accepted for publication in the ARCHIVES 
OF DERMATOLOGY AND SYPHILOLOGY. I suggest that this patient also be studied 
for the presence of porphyria. 

Dr. M. H. Epert: I think one interesting clinical feature in this case is that 
the skin on the fingers has worked down to the middle joints and the fingers 
are webbed. I do not know what the cause of that may be. My chief reason 
for working up the case was to comment on the elastic tissue in the skin. Engman 
has stated that it may be absent or diminished, but others have reported perfectly 
normal elastic tissue in the skin and [ think in this case the elastic tissue is 
practically normal. We shall be glad to furnish Dr. Obermayer with specimens 
of the urine for study of the porphyrin. 





Otto H. Foerster, M.D., President 
May 19, 1937 


H. Rattner, M.D., Secretary 


Tularemia. Presented by Dr. Harry M. Hence. 


M. R., a Negress aged 28, a housemaid, was first seen in the outpatient depart- 
ment of the Evanston Hospital on March 26, 1937. At that time there was a 
freely movable small hard mass on the proximal phalanx of her right third finger. 
This lesion was about 5 mm. in diameter and was not painful. There were a 
nodular mass on the medial aspect of the upper part of the arm and a similar 
mass in the right axilla. The patient states that in November 1936 she dressed 
a wild rabbit. At that time she had a sore on her third finger, having cut it 
about a week before. This wound was healing and had shown no signs of an 
inflammatory reaction, but about a week after she dressed the rabbit a small 
round nodule formed at the site of the cut. Three days after the appearance of 
the first nodule three more small nodules appeared on the dorsolateral aspect of 
the right arm. These lesions were the size of a small pea and were never 
markedly painful. One month later a swelling appeared in the right axilla, which 
was somewhat painful. This mass was incised by the family physician and exuded 
considerable thick, creamy pus. 

Physical examination showed no abnormality except moderately severe gingi- 
vitis and many poor teeth. She has a soft systolic murmur and complains of 
dyspnea on slight exertion. 
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The Wassermann and the Kahn test gave negative reactions. Examination 
of the blood on April 2, 1937, showed 4,740,000 erythrocytes and 6,900 leukecytes. 
The differential count showed 45 per cent polymorphonuclears, 37 per cent small 
lymphocytes, 9 per cent large lymphocytes, 2 per cent mononuclears and 7 per cent 
eosinophils. The urine was essentially normal. An agglutination test for tularemia 
in a 1: 640 dilution of Bacterium tularense gave positive results. 

The patient has been having a slight rise of temperature, from 1 to 1.5 degrees 
(F.) each afternoon. There has been no erythematous eruption and no generalized 
adenopathy. 

DISCUSSION 

Dr. E. A. Oxiver: I think it is rather unusual, considering the prevalence 
of this disease, that so few cases have been presented. I can recall only two or 
three other cases that have been shown before the society. I agree with the 
diagnosis. I consider this case a good example of the sporotrichotic type of the 
disease and a profitable one to observe. 

Dr. A. W. Stittians: I think it is notable that the disease is so mild, with 
little fever, but in spite of this has gone on for a long time. My experience has 
been that this condition often persists for a year or more. 

Dr. M. H. Epert: For two seasons in succession a Negro patient came in, 
complaining that he had sustained a scratch to the finger while dressing rabbits 
and that a satellite bubo and slight fever had then developed, but this year he 
has not been in. I think this case is interesting because of the multiplicity of the 
nodules, and because they are of the sporotrichotic type. 

Dr. Otto H. Foerster, Milwaukee: At times lesions resembling erythema 
nodosum appear, particularly over the shins, in tularemia. They are now well 
recognized as one of the features of the disease. 

Dr. M. H. Epert: Ina case that I previously presented there was a diagnosis 
of multiform erythema at the time of admission. 


A Case for Diagnosis. Discoloration of the Finger-Tips. Presented by 
Dr. L. F. WEBER. 


P. U., a girl aged 8 years, presents a peculiar discoloration of the finger-tips. 
About one year ago her mother noticed a dark discoloration on the flexor surfaces 
of all the fingers. The toes have never shown anv changes. 

Examination shows black discoloration in the furrows of the flexor surfaces 
of the finger-tips, the prominent portions apparently being more involved than 
the other parts. The fingers were scrubbed many times and protected by gloves, 
but in spite of this there is considerable discoloration. Some of it is perhaps 
due to dirt. Examination of the finger-tips under the microscope shows much 
deeper furrows than are found in the average subject. 

DISCUSSION 

Dr. JAaMes H. MitcuHett: Has any attempt been made to use a bleaching 
agent, such as chlcrinated soda (sodium chloride and sodium hypochlorite) or 
hydrogen peroxide? I am inclined to the belief that the discoloration is on the 
surface of the folds rather than in the depths. 

Dr. L. F. WesBer: Several attempts have been made to get some information 
from the scrapings, but neither suggested procedure has been tried. 

Dr. A. W. StILtians: On several of the fingers the center of the palmar 
surface that projects farther than the sides showed pigmentaticn that was less 
marked than that at the sides. Therefore, I feel that the pigment has not been 
deposited externally. 

Dr. H. Rattner: The fingers were treated with a mixture of hydrogen 
peroxide in a proprietary ointment base, and they were treated for a long time 
with a solution of hard soap under gloves. These ferms of treatment had no effect. 
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Dr. M. E. OpermMayer: I feel that the discoloration is not caused by dirt 
but by the same keratotic changes which account for an identical change of color 
when present in lupus erythematosus. Histolegic examination would probably con- 
firm this belief. 

Dr. M. H. Esert: I think removal of a biopsy specimen by shaving a sliver 
from the side of the finger-tip would be feasible. The wound would heal within 
a few days, and plenty of material could be obtained to make a diagnosis. 


Persistent Sinus Tract of Dental Origin. Presented by Dr. Crark W. 

FINNERUD. 

N. J. S., a girl aged 8 years, was first seen March 13, 1937, because of a 
crusted nodule beneath the chin of two years’ duration. The lesion made its 
appearance as a red swelling a few months after the extraction of two infected 
lower incisors. It was lanced by a local physician, after which it healed and 
almost disappeared, but in the course of a few weeks it recurred and gradually 
assumed its present appearance. Pus from the lesion showed no actinomycetes 
when examined in hydroxide preparations. 

Examination shows a dime-sized well elevated crusted red nodule on the under- 
surface of the chin just to the left of the midline, and a palpable nodule, appar- 
ently a lymph gland, immediately to the right. When the crust is removed a 
probe can easily be inserted fcr more than 1 cm. into the center of the ulcer. 
The gingiva in the vicinity of the lower left lateral incisor is eroded and red, 
and the tooth is absent. 

DISCUSSION 

Dr. RuBEN NOMLAND, Iowa City: It has been my fortune to see several dental 
granulomas resulting from infection in the jaw. In my experience they have all 
healed when removal of the original focus of infection was effected. It may be 
that in this case the sinus has been epitheliated and has not healed for that reason. 
I do not think this child has a tuberculous process. 

Dr. OLiver S. Ormssy: The members have all seen this condition over a 
period of years. I have considered it dental and surgical and not dermatologic, 
but this year the condition has been placed in dermatologic literature by N. P. 
Anderson (Arco. Dermat. & SypuH. 35:1062 [June] 1937), so it will have to be 
considered a dermatologic condition. The sinus terminates in any of various areas, 
particularly on the chin. Dr. Senear reported such a lesion in the malar region. 
It has been reported as terminating below the clavicle and sometimes in the region 
of the nipple. It always has its origin in an infected tooth or in osteomyelitis 
of the jaw. It may resemble granuloma pyogenicum. The sinus is indicated by 
an indurated line that extends from the tooth to the cutaneous surface. Shelmire 
stated that sometimes it does not burrow from the gingiva but remains as a 
spongy mass on the gingiva. Often it burrows for a Icng distance. 

Dr. Harry M. Hence: I saw a boy of about 14 with an abscess at the side 
of the jaw. It had been diagnosed as a tuberculous abscess, and the tuberculin test 
gave positive results. The patient had a large lesion, and there was locking of 
the jaw when he yawned. He had considerable pain. I attempted to inject a 
bismuth preparation into the sinus and then had a roentgencgram made of it. 
This showed that it went up at an almost perfect right angle and came down to 
the base of the tooth. The lesion healed entirely after extraction of the tooth. 

Dr. Marcus R. Caro: I have observed two cases of dento-alveolar abscess 
of the chin. In each case there was recurrence of the lesion after local destruction, 
and healing occurred only after extraction of the infected tooth. In one case I 
obtained a roentgenogram of the tract which joined the abscess to the tooth. 

Dr. F. E. SENEAR: Supplementing what Dr. Ormsby said about the similarity 
of this condition to granuloma pyogenicum, in one case observed at the University 
of Illinois the diagnosis was overlooked because of this resemblance, but after 
two recurrences the pathologic dental ccndition was finally established as the 
basis of the lesion. 
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Dr. Otro H. Foerster, Milwaukee: In addition to the obvious differential 
diagnosis between this condition and actinomycosis, the possibility of branchial 
cysts must be considered in lesions of this character. Moreover, the possibility of 
tuberculous sinuses originating in tuberculous glands in the submaxillary region 
requires consideration. This child has a number of glands massed together on 
each side in the median line, apparently not connected with the lesicn. 

Dr. Crank W. FINNERUD: I do not know whether the associated cervical 
lymphadenopathy has any relation to this lesion or not, but those glands are dis- 
appearing under the treatment that is being employed. I was aware that these 
lesions formerly were considered to be in the field of the surgeon, but roentgen 
rays were applied partially so that the patient might appear before this meeting, 
as I thought the presentation timely because of Anderson’s paper. I have given 
her three treatments with filtered roentgen rays, and this process, which has been 
present for more than two years, has improved at least 80 per cent. 


Postinflammatory Melanosis (Sensitization?). Presented by Dr. S. W. 
BeEcKER and Dr. M. E. OBERMAYER. 


E. O., a woman aged 60, states that she had scaling of the face cne and a 
half years ago. The scaling then disappeared, but her face and her neck became 
discolored during the summer months. She states that she has not been exposed 
to chemicals, has used no perfumes and has ingested no substitutes for butter. 
The only drugs she has taken are cathartics, chiefly Beecham’s pills (a preprietary 
mixture of aloe, ginger and soap). 

Over the face and the neck there is a rather diffuse grayish brown pigmentation, 
with a tendency to patchiness in some areas. 

The Kolmer and the Kahn test gave negative reactions. The blood and the 
urine were normal on examination. 

Histologic examination showed the epidermis to be atrophic and hyperpigmented. 
The cutis showed degeneration of the collagen and numerous chromatophores 
containing melanin. 

DISCUSSION 

Dr. M. H. Expert: I am not sure just what is meant by Riehl’s melanosis. 
In this case, however, in addition to the pigmentation there seems to be a vascular 
element. There is a grayish brown or lead-colored discoloration with a papillary 
element in the. center of the face. The patient has telangiectasia of the type 
associated with rosacea added to the picture. There has been no use of cosmetics 
that produce metallic pigmentation, no vitamin deficiency and no application of 
any type of perfume that might have produced irritation. I thought of the pos- 
sibility of poikiloderma, but there is no evidence of atrophy. To me this case is 
still one for diagnosis. 

Dr. M. J. Reuter, Milwaukee: This case is similar to one of occupational 
melanosis that Dr. Wieder reported some three or four years ago. I think 
exposure to certain chemicals should be considered as a possible factcr in pro- 
ducing the melanosis. 

Dr. THEODORE CORNBLEET: The eruption impresses me as being definitely 
external in origin, not necessarily due to any application but perhaps due to 
exposure to light. The reticulation bears a resemblance to cutis marmorata. Per- 
haps there is scme relationship between this pigmentation and the blood vessels. 
Perhaps light falling on some anomalous blood vessel or its blood may account 
for the entire condition. 

Dr. H. R. Foerster, Milwaukee: I believe this case is one of Riehl’s melanosis. 
The lack of expcsures and of contacts suggests that there may be a circulatory 
photosensitizing agent, possibly of dietary origin. In several of Riehl’s cases the 
condition was attributed to abnormal diets occasioned by a shortage of the usual 
foodstuffs in Germany during the war. 
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Dr. Oxrtver S. Ormsspy: I am unable to place the condition in this case 
definitely but wish to say that Riehl’s melanosis was described first during the 
World War. The symptoms have been discussed thoroughly by Dr. Ebert. 
Civatte independently described a similar condition as a form of poikiloderma. 
In the Civatte type of poikiloderma there is a pigmented and atrophic erythro- 
derma arranged in a network on the sides of the face and the neck. This condi- 
tion is entirely different from poikiloderma of Jacobi. The identity of Riehl’s 
melanosis and Civatte’s poikiloderma was admitted by Dr. Civatte in Strasbourg 
in a discussion of the conditions published in the Bulletin de la Société francaise 
de dermatologie et de syphiligraphie. 

Dr. S. W. Becker: I appreciate the discussion. The patient now is in 
exactly the same state as she was when first seen two or three weeks ago. I noted 
the erythema on the cheeks and the nose and thought the condition might have 
been lupus erythematosus, which could have been: followed by this type of pig- 
mentation. One factor which made me lean toward the idea of external sensitiza- 
tion was that there were no lesions on the hands, and I thought perhaps if the 
condition was Riehl’s melanosis she might have some lesions on the hands as 
well as the face. 


Linear Lichen Planus. Presented by Dr. Oriver S. OrmMspy and Dr. W. W. 
Tosin (by invitation). 


E. H., a woman aged 35, states that five weeks ago she noted on the leit leg 
an eruption of red spots which extended in a line from the buttock to the outer 
portion of the ankle. 

General examination of the patient showed no abnormality. On the posterior 
surface of the left leg, extending from the buttcck to the external malleolus, were 
numerous erythematous maculopapules in linear arrangement. 

Histologic examination of several of the lesions showed hyperkeratosis, thicken- 
ing of the granular layer, acanthosis, vacuolation of some of the rete cells and 
a rather localized lymphocytic infiltrate in the papillary layer. 


DISCUSSION 

Dr. RuBEN NoMLAND, Iowa City: I believe this patient presents enough 
evidence to warrant a diagnosis of linear lichen planus. I cannot see any definite 
papules of lichen planus, but there are some that would pass muster. I[ think 
the histologic section is not typical of lichen planus, but the observations are 
compatible with that diagnosis. If the condition cannot be called lichen planus, 
I doubt if any diagnosis can be made. 

Dr. E. A. Oxiver: This case calls to mind the case of a young child presented 
before this society several years ago, in which there was considerable difference 
of opinion as to whether the condition was linear lichen planus or linear nevus. 
In that case it was more difficult to rule out linear nevus. In this case it is easy 
to rule it out. The microscopic section that I examined appeared to be iairly 
typical of lichen planus, and I believe that is what it is. 

Dr. F. E. SENEAR: While the papules are early and small, after examination 
with a lens I thought there was sufficient evidence to make a clinical diagnosis 
as well as a histologic diagnosis of lichen planus. 


Dr. OLiver S. OrmMspy: Five cr six years ago I showed a private patient with 
similar lesions. The microscopic observations were not available at the time of 
the meeting, but histologic examination was made later and proved the condition 
to be typical lichen planus. I do not know of any disease other than lichen planus 
that could produce lesions in lines running an acute course and undergoing spon- 
taneous involution. Linear nevus is ruled out by the history. It has been about 
ten days since the patient was first seen, and the lesions have undergone definite 
involution since then. There were definite papules of lichen planus when the patient 
was first seen. 
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I think this case and the others that have been shown and described in the 
literature are different. In Dr. Oliver's case the disease was of long duration, while 
in all my cases the condition has been acute and the lesions have undergene invo- 
lution in a comparatively short time. 

Dr. F. E. SENEAR: Some twenty years ago a case of this type was shown, and 
there was no agreement as to diagnosis. Dr. Harris called attention to the fact 
that the condition had been described in Germany as a strichformig eruption. | 
never was able to find just what condition was meant by that. While the term 
indicates simply a linear lesion, he seemed to refer to a definite picture. 

Dr. Otto H. Foerster, Milwaukee: There are many bizarre forms of lichen 
planus. Those of you who were at the joint meeting of this society and the 
Detroit Dermatological Society in Ann Arbor, Mich., on February 21 wil! recall 
the case of lichen pianus with lesions resembling herpes zoster that was presented 
there. 

Dr. W. W. Tosin (by invitation): I believe nothing further can be said, 
since with a duration of only five weeks and beginning involution in evidence, 
the condition can be nothing but lichen planus. 


Lupus Erythematosus. Presented by Dr. E. A. OLIver and Dr. F. J. Kenprick, 

Gary, Ind. (by invitation). 

J. O., a woman aged 23, presents two slightly indurated reddish plaques the 
size of a quarter, one on the distal third of the left side of the ncse and the other 
on the right side of the chin. These lesions appeared three years ago, the first 
originating in a small mole and the second about a small furuncle. 

The patient has latent syphilis, for which she has been given about thirty 
intramuscular injections of a bismuth preparation and about twenty injecticns of 
neoarsphenamine. She received radium and roentgen therapy a year and a half 
ago. Neither the antisyphilitic treatment nor the irradiation changed the appear- 
ance of the lesions. 

DISCUSSION 

Dr. JAMES H. MitrcHett: I cannot make a diagnosis, but in the lower margin 
of the lesion on the chin I saw a suggestion of lupus vulgaris under diasccpic 
pressure. 

Dr. Ortver S. Ormssy: I have presented a number of cases before this society 
in which the clinical appearance was that of lupus erythematosus and in which 
brown nodules were seen in the lesions under diascopic pressure. These were 
considered to be instances of lupus erythematoides of Lelcir. This picture sug- 
gests a condition of that type. 

Dr. RuBEN NoMLAND, Iowa City: I think the diagnosis lies between lupus 
erythematosus and lupus vulgaris. During the past five or six years at Rush 
Medical College there were five or six cases of scarring, scaling erythematous 
lesions in which the same question of diagncsis arose. In all those cases, as 
well as in this one, there was an acute inflammatory lesion, which, I believe, 
places them all in the category of lupus erythematosus. 

Dr. CLrarK W. FINNERUD: The histologic section in this case does not 
resemble that in one of Dr. Ormsby’s cases. I would class the condition as 
lupus erythematosus. 

Dr. F. J. Kenprick, Gary, Ind. (by invitation): The patient has been given 
about thirty injections of a bismuth preparation elsewhere for her syphilitic infec- 
tion, without any effect. She has had radium and roentgen therapy. 


Livedo Reticularis. Presented by Dr. F. E. SENEAR and Dr. Marcus R. Caro. 

J. McC., a boy aged 17, states that he first noticed a nodule on the right 
forearm during the summer cf 1934. New lesions gradually appeared. These were 
tender to pressure and became accentuated when exposed to cold water. During 
the following winter similar lesions appeared on the left forearm and on the 
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buttocks. Since then the lesions have shown marked improvement in warm weather 
but have become progressively more extensive and tender during the winter. 
Plunging the parts into cold water has always made the lesions more purplish 
and more painful. During the past year the patient has become weaker and pro- 
gressively more easily tired, and during the past winter he has lost 17 pounds 
(7.7 Kg.). 

Examination shows an eruption on the flexor surfaces of the forearms, the 
arms and the buttocks and to a lesser degree on the shoulders, the abdomen and 
the sides of the upper part of the chest. It consists of interlacing dusky purplish 
red streaks under the skin, which are deeply infiltrated. In several places within 
these streaks are bright red edematous nodules which vary in size from that of a 
pea to that of a hazelnut and which are inflamed and warm. There is marked 
dermographism. On the face there are lesions of acne vulgaris and of rosacea. 
General physical examination showed no abnormality. 

Roentgenographic examination of the chest showed old calcified pulmonary 
tuberculosis. The Wassermann test gave negative results. Urinalysis showed no 
abnormality. Examination of the blood showed 5,200,000 erythrocytes, 12,000 
leukocytes and 75 per cent hemoglobin. The differential count was normal. 

Histologic examination of a biopsy specimen from the right arm showed that 
the pathologic changes were largely in the corium. About the lymphatic vessels, 
the blood vessels and the sweat glands were densely packed, circumscribed mantles 
of cellular infiltration containing plasma cells, lymphocytes and many eosinophils 
and polymorphonuclear leukocytes. Some of the vessels showed endothelial pro- 
liferation, even to complete occlusion of the lumen. Strands of cellular infiltration 
extended downward into the hypoderm. 


DISCUSSION 


Dr. S. W. Becker: I think this case is the most interesting presented tcday. 
From a distance one can see the livedo racemosa, and when the lesions are stroked 
the reaction is confusing because of the presence of dermographism and a great 
deal of erythema. I thought the blood returned rapidly to these vessels as venous 
blood, a manifestation which Ehrmann stated is due to vascular obliteration. In 
his cases the condition was due to syphilis or to tuberculosis in which nodules 
occurred about the blood vessels. In the histologic specimen the infiltrate was so 
extensive and the cells so much of the same type that [ should be suspicious 
of some form of leukemia. It may be that another cause of livedo racemosa is 
vascular obliteration. 

Dr. M. H. Epert: In the cases of livedo reticularis which I had an opportunity 
to study the livedo racemosa described by Riehl as due to syphilis had a treelike 
appearance, whereas the term reticularis is used for this more diffuse reticulation. 
In those cases the essential pathologic condition is in the deep blood vessels. 
I think in this case the etiology cannot be determined definitely until an incision 
is made clear down to the muscle fascia and a section taken this deeply is care- 
fully studied. The reticulation is due to the obliteration. It is part of a clinical 
syndrome, and many things may cause it. In this case the calcified pulmonary 
tuberculosis might account for it, or there may be a nodular deposit somewhat 
similar to erythema nodosum, though the reticulation seems more diffuse than is 
characteristic of that condition. I think the picture would fit in fairly well with 
old tuberculosis cutis. 

Dr. H. R. Foerster, Milwaukee: While subscribing to the suggestion of 
previous speakers that this condition might be an unusual form of tuberculid or 
syphilid, I wish to suggest for consideration the diagnosis of periarteritis nodosa. 
This patient’s condition is unusual in many respects for tuberculid. The tender- 
ness of the nodules, their acute inflammatory character and their croplike appear- 
ance and associated livedo are, I believe, symptoms of periarteritis nodosa. In 
the histologic section there is only one blood vessel in the deeper layers of the 
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cutis, but that shows proliferation of all layers of its wall and partial occlusion 
of the lumen. The vessels appear thickened in the upper part of the cutis, and 
that is a feature of the latter disease. 

Dr. RusEN NoMLAND, Iowa City: I just looked at the histologic section 
again to see if it shows characteristic involvement of the medium-sized arteries, 
which occurs in periarteritis nodosa. That condition of the vessels was not 
present here. That is the only really characteristic feature of periarteritis nodosa. 
Careful study of the patient would be necessary, for such a diagnosis for peri- 
arteritis nodosa is associated with serious disorders of the heart, the lungs, the 
kidneys and other organs. 

Dr. THEODORE CoRNBLEET: I should say that, whatever the condition is, it 
seems to me to belong in the general group of erythema. One can think of some 
of the diseases of the erythema group which involve the skin more deeply, such 
as erythema multiforme. Tentatively, I think all that can be done is to place 
the ccndition in that broad group without attempting a more specific diagnosis. 


Dr. Marcus R. Caro: This patient has been examined rather thoroughly in 
the medical clinic. The hematologist has ruled out the presence of any blood 
dyscrasia. The differential blood count is normal, and there are no abnormal cells. 
Histologically leukemia may be ruled out by the many types of cells in the infiltrate, 
including eosincphils and polymorphonuclear leukocytes. As to periarteritis nodosa, 
patients suffering from that disease have a marked rise in temperature, and many 
of the cases end fatally. This patient has been seen on several occasions, and the 
temperature has always been normal. At the time of one visit a new infiltrated 
lesion had suddenly appeared on the arm, without any corresponding rise in 
temperature. The Wassermann test gave a negative reaction. No tuberculin test 
has been made. 


Leprosy. Presented by Dr. M. H. Esert and Dr. A. SLEPYAN (by invitation). 


E. T., a Chinese aged 36, states that he came to this country fourteen years 
ago. Most of the time has been spent in Chicago, where he worked at various 
jobs. Two days ago he presented himself at the dermatologic clinic of the Cook 
County Hospital. 

Examination shows a sharply defined plaque of deeply indurated bright pinkish 
red nodules with a distinct glossy hue extending over the nose and the left cheek. 
Similar plaques of various sizes were scattered over the face. Some of the older 
plaques showed central clearing and peripheral extension, associated with coarse 
branny scales and a yellowish brown tint. Over the right buttock and extending 
6 cm. above the right iliac crest was an irregular serpiginous lesion made up of 
deep-seated pea-sized nodules which were covered roughly with a loosely adherent 
dirty gray scale. Evidence of central clearing and peripheral extension was noted. 
A similar border was present on the anterior aspect of the right thigh, extending 
down to the middle of the leg. Occasional plaques the size of a child’s palm and 
with central clearing were present on the lower parts of both legs. No other 
abnormality was shown on the physical examination, except for a considerable 
congestion of the left nostril. The left hypothenar eminence showed slight atrophy. 
The lower extremities showed small areas of anesthesia. 

This condition appeared four months ago, after what the patient called a “cold.” 
The cold and the lesions persisted in spite of several visits to local physicians and 
drug stores, and the patient now complains of progressive weakness. 


Leprosy (Indigenous). Presented by Dr. M. H. Eserr. 

This patient, a white woman aged 30, was presented at the October 1936 
meeting of the Chicago Dermatological Society. The case is reported in full in 
the society transactions (ArcH. Dermat. & Sypn. 36:213 [July] 1937). 


DISCUSSION 
Dr. E. A. Ortver: I should like to ask what treatment has been given in the 
case of the woman. She shows a great deal of improvement. All the members 
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will recall the case of the Filipino boy shown here on several cccasions. He 
presented much the same picture as does this man, a sarcoid type of lesion. In the 
early stages a great deal of difficulty was encountered in finding bacilli; later 
numerous bacilli were found. This condition, I believe, is one of the sarcoid type 
of the disease. 

Dr. THEODORE CORNBLEET: Many persens raise the question as to why these 
patients are kept here at the Cook County Hospital. The thought occurs to me 
that it might not be a bad plan to treat patients with leprosy in places where it is 
not endemic. If leprosariums were located in localities where the climate is not 
conducive to the occurrence of the disease, the therapeutic results might be 
improved. While one could not base an opinion on the relatively few patients 
I have followed, they have not shown the serious and crippling changes reported 
so often in leprosy. This may be because of the place where I have seen them. 


Dr. Ottver S. Ormssy: I think it is well worth while to call attention to 
the fact that in the first case presented the diagnosis is not yet proved. The man 
has some plaques cn the face and some on the legs but has not the typical signs 
of leprosy. The eyebrows and the lobes of the ears are free, and no nodules are 
present. He has plaques that clinically are those of sarcoid. Some of them are 
large, but they are of the sarcoid type. I have never observed a case of nodular 
leprosy in which there was no postauricular neural enlargement. In this case a 
smear taken from the nose was examined, and there was a possibility that Bacillus 
leprae was present, but this was not definitely established. In an early involve- 
ment such as this, bacilli should be found readily. I suggested that scrapings from 
the lobe of the ear be examined for. bacilli, but that examination is not yet com- 
pleted. The nationality of the patient favors the diagnosis of leprosy. 


Dr. A. W. Stittians: The large elevated serpiginous lesion extending across 
the back of the thigh, I think, is typical of leprosy. The condition is a neurogenic 
form. The two forms are often mixed. I should nct hesitate to say that this 
condition is leprosy. 

Dr. Oxrtver S. Ormssy: I think my discussion was misinterpreted. As the 
diagnosis was .accepted without reservation, I merely outlined the points for and 
against this diagnosis. In cases of strictly neural involvement there are no plaques 
in the skin such as are present in this case. There are, however, hyperpigmented 
and depigmented erythematous anesthetic areas but no plaques. If the condition 
is leprosy it is the plaque-sarcoid type and not the maculo-anesthetic type. 


Dr. RuBEN NOMLAND, Iowa City: Leprosy is endemic in Scandinavian countries 
and in Minnesota among the Scandinavian population; so I think climate has no 
effect on it. In the last two cases of leprosy I studied at Rush Medical College 
two things were found helpful: that a biopsy specimen could be removed without 
an anesthetic and a rapid diagnosis could be made by inserting about -a 20 gage 
hypodermic needle into a nodule, breaking down the tissue and aspirating it. In 
the two cases to which I refer it was possible to demonstrate the organisin 
immediately. 

Dr. M. H. Esert: Chaulmoogra esters have been used in the treatment of 
the woman who was presented. I presented the Chinese patient with an apology. 
He was first seen so recently that a complete working up of the case before the 
meeting was impossible. After listening to the discussion I am glad the case 
was so presented, for it stimulated the discussion. I wish to point out in connec- 
tion with this case that the late Dr. Jadassohn described a form of leprosy of 
the skin that he called the tuberculoid type, which resembled sarcoid. Bacilli in 
cases of that type are hard to find, but Jadassohn pointed cut that the sarcoid 
structure is an indication simply of the point at which an acid-fast organism has 
broken down due to some particular stimulation, and if all these have broken 
down, it is impossible to find the organism for a long time. I think that was the 
status of the condition in a case studied at Rush Medical College. It was possible 
to demonstrate full-fledged leprosy in the patient’s brother. I think the organism 
will be found later in this case. 
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In the case of the woman I was impressed by the fact that the general care 
she has had has seemed to help as much as the other treatment. When she came 
in she was living on a restricted diet and was anemic and in poor condition. 
She was directed to resume a full diet; she seemed to thrive, and the lesions have 
disappeared much more rapidly than they did before that change was made. 


MANHATTAN DERMATOLOGIC SOCIETY 
IsapoRE Rosen, M.D., Chairman 
April 13, 1937 


MriHRAN B. ParouNaAGIAN, M.D., Secretary 


Pemphigus Vegetans. Presented by Dr. Howarp Fox. 

E. J., a dentist aged 57, an American-born gentile, has suffered from 
an eruption for the past seven months. He states that it appeared first as 
“blisters and red spots” on the legs and the groins. It now involves the inguinal 
and the femoral region, the genitalia, the buttocks and the legs. There are no 
lesions in the mouth. He presents well defined grayish white fungating areas 
which are painful and tender. There is marked edema of the penis, with phimosis. 
The patient has lost about 20 pounds (9 Kg.) since the onset of the disease but 
appears to be in fair general health. The phytopharmocologic test showed his 
blcod serum to possess a toxicity of 65 per cent. At the New York Hospital, 
differential counts of the blood gave normal results; a culture of the blood gave 
negative results; an examination of the stool revealed large numbers of colon 
bacilli, and fluid from a bulla showed a pure culture of hemolytic Staphylecoccus 
aureus. The histopathologic picture was compatible with that of pemphigus 
vegetans. The patient was previously treated with arsenic, germanin, a derivative 
of sulfanilamide, various ointments and dyes, roentgen rays and an autogenous 
vaccine obtained from the stools. He has recently been given ultraviolet irradiation. 
He has not derived any appreciable benefit from treatment. 


Parapsoriasis. Presented by Dr. J. FRANK FRASER. 

H. N., a boy aged 4 years, has an eruption of three years’ duration located on 
the trunk, the buttocks, the thighs, the arms and the axillae. The lesions consist 
of nonpruritic diffuse superficial erythematous scaly patches and groups of follicular 
papules. Microscopic examination showed a picture which conforms to that of 
parapsoriasis. 

DISCUSSION 

Dr. Frep Wise: There are two features which are favorable to the diagnosis 
of parapsoriasis. One is the mother’s statement that the lesions have remained 
unchanged for two years. The other is the histologic picture which Dr. Fraser 
says indicates parapsoriasis. I should like Dr. Fraser to examine one of the 
follicular lesions microscopically. 

Dr. Howarp Fox: Groups of papulovesicles are features with which I am 
not familiar in parapsoriasis en plaques. 

Dr. Georce M. MacKee: The statement that these lesions or patches have 
remained unchanged or almost unchanged with no fluctuations over a period of years 
points toward parapsoriasis, and the picture at a distance looks like that of para- 
psoriasis. The fact that the condition occurs in such a young child is against that 
diagnosis, because the disease is not common in children. The follicular element 
is against parapsoriasis. The only child I ever observed with what I thought was 
parapsoriasis did show a follicular element, a little more papular than this, but 
the condition turned out to be mycosis fungoides. The girl is still living in Peru. 
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Scleroderma Papyraceum. Presented by Dr. FreD WIsE. 


W. B., a boy aged 6 years, was first seen on April 10, 1937. The child was 
normal at birth and remained so until 3 years of age, when the mother noticed 
brown pigmented spots about % inch (1.3 cm.) in diameter on the left flank and 
in the right axillary region. Since then these lesions have progressed to the present 
size. The mother stated definitely that at no time have the lesions been hard. 
On the left flank and in the right axillary region are brown pigmented areas. The 
central portion of each pigmented area is cccupied by atrophic, soft, wrinkled skin. 
The lesion on the left flank extends slightly beyond the middle line. There are no 
subjective symptoms. There appears to be some atrophy of the subcutaneous tissue 
and possibly of the deeper tissues just below the costal margin on the left side, 
below the atrephic portion of the lesion in that situation. 


DISCUSSION 


(All agreed with the diagnosis as presented.) 


Pyoderma Gangraenosum. Presented by Dr. Howarp Fox. 


A. Z., a girl aged 18, has suffered from a persistent ulcer for the past two 
years. It is situated on the antero-internal aspect of the lower third of the right 
leg. It is of irregular shape, is sharply defined and measures approximately 2 by 
2% inches (5 by 5.5 cm.). It is covered by shiny sluggish granulations and is 
surrounded for an inch or two by dull reddish, thickened skin. The-Wassermann 
reaction was negative; the urinalysis and the differential count of the blood showed 
no abnormality. The result of the tuberculin test was negative, and a histologic 
examination at the New York Post-Graduate Medical School and Hospital showed 
“chronic productive dermatitis.” The sedimentation rate of the blood, determined 
by the Westergren method, was 4 mm. in one hour. The patient has been under 
the care of Dr. Maurice Costello, who treated the lesion on two occasions by 
electrodesiccation. After this treatment the ulcer has steadily decreased to less 
than two thirds of its original size. Numerous other methods cf treatment had 
been tried previously without benefit. The patient is apparently in excellent general 
health. 

DISCUSSION 

Dr. Maurice Costetto (by invitation): The value of electrodesiccation fol- 
lowed by curettage was recently shown in this and another similar case. Although 
the patient has had this ulcer for the past five years, it is apparently healing and 
has decreased by one third within the past month. 

Dr. GeorcE M. MacKee: I agree with the diagnosis of pyoderma gan- 
graenosum. Many therapeutic methods have been used in such cases. I have 
seen good results following treatment by the Dakin-Carrel method and with gelatin 
dressing. Rapid results have been seen when the lesion was strapped with narrow 
strips of plaster treated with mercury or salicylic acid. In recent years there have 
been good results from application of ointments, administration of cod liver oil 
and of urea and maggot therapy. 


Dermatitis on Grafted Skin. Presented by Dr. ANTHONY C. CIPOLLARo. 


S. S., a woman aged 22, a housewife, was first seen on Nov. 27, 1936. When 
the patient was 1% years old she was severely burned, and about eleven years 
later she had Thiersch grafts applied to both palms. The skin was taken from the 
abdomen. Three years ago she was married and began doing housework, necessi- 
tating the use of solutions of soap, etc., and an eruption developed on the grafted 
portions of the right palm. The patient now presents a dull brown scaly and 
slightly fissured eruption. Itching has been moderately severe. 


DISCUSSION 

Dr. Frep Wise: It is difficult to determine whether the eruption on this grafted 

area is truly a reaction to something to which the patient is sensitive or whether it 
is actually devitalized tissue. I think the latter is probably true. 
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Basal Cell Epithelioma in a Woman Aged 24. Presented by Dr. Paut E. 
BECHET. 


J. B., a woman aged 24, was first seen on April 13, 1937. At that time she 
had a lesion on her face which had been present for one and a half years. On 
the right side of the nose, beneath the eye, there is a shallow crateriform lesion 
with a raised pearly border and scaling, and some scarring in its center. 


DISCUSSION 

Dr. Georce C. ANpDREWS: I think there is too much erythema and the condi- 
tion is of too short duration for so large a lesion to be epithelioma. It has been 
present only eighteen months. On account of the patient’s age and the locaticn 
of the lesion, I should expect it to be an epithelioma of the adenoid type arising 
from a sweat gland, if it were an epithelioma at all. Such lesions grow slowly. 
I think a microscopic examinaticn is likely to show the discoid type of lupus 
erythematosus. 

Dr. Pau E. Becuet: The diagnosis of lupus erythematosus was so seriously 
considered that I discussed the differential diagnosis between that dermatosis and 
epithelioma before the class this afternoon. The evidence, however, is strongly in 
favor of epithelioma. The lesion is crateriform, with a raised pearly border, scaling 
and some scarring in its center. Epithelioma is known to occur occasionally in 
young persons. 


Secondary Syphilis. Presented by Dr. Lupwig OULMANN. 


T. A., a woman aged 37, has had psoriasis for many years. In October 1935 
a different-appearing rash developed and the patient was treated with injections 
into her ams and buttocks. Her Wassermann reaction was positive, and she 
received continuous treatment for thirteen months. In November 1936 the patient 
was covered with a new outbreak of psoriasis, and she came to our clinic. At the 
same time the left big toe was painfully swollen, and this swelling cleared 
when dressed with a solution of methylrosaniline. Three weeks ago she returned to 
the clinic. An examination showed two ulcers on her lips. The one on the upper 
lip is hard and infiltrated, and the one on the lower lip is more superficial. The 
submaxillary and submental glands are moderately swollen, those on the left side 
being somewhat more so. The middle part of the roof of the mouth shows an 
ulceration, which extends over two thirds of the palate, with a grayish white 
coating. Some of the psoriatic lesions show a rupioid arrangement. An examina- 
tion for spirochetes gave negative results; the Wassermann reaction has not yet 
been reported. 

DISCUSSION 

Dr. Howarp Fox: I feel confident that the entire eruption represents only one 
disease, namely, nodular syphilid. A few of the patches suggest psoriasis, though 
most of them present definite lumpy elevations which are foreign to psoriasis. 
Incidentally, there is a nodular ulcerating lesion on the hard palate which suggests 
syphilitic gumma. The patient stated definitely that she had first noticed the disease 
eighteen months ago. There were no lesions of the scalp, the elbows or the knees 
which suggested psoriasis. 

Dr. Paut E. Becuet: Has the patient received any treatment for the large 
plaques on the back? It seems hard to disregard absolutely the diagnosis of 
psoriasis because of the lesions on the arms, especially those below the elbows. 
There are silver scales, and the plaques are sharply marginated. The lesions on the 
back resemble psoriasis which has undergone treatment. The members know the 
predilection syphilis has for sites of traumatism. It might be possible that she 
has both conditions: psoriasis and a nodular syphiloderm on old patches of psoriasis. 


Dr. MrHran B. PAROUNAGIAN: Since there is no history of psoriasis prior 
to the syphilitic infection, and the character and distribution are what they are, 











i Mt by 

a 4 1200 ARCHIVES OF DERMATOLOGY AND SYPHILOLOGY 

I am led to diagnose the entire condition as syphilitic; I would say secondary 
tae, syphilis with lesions of tertiary type or psoriasiform syphilid. 
ee Dr. George M. MacKee: I would call the condition nodular and psoriasiform 
‘ oie 4 syphiloderm. 
a Dr. Lupwig OuLMANN: When the patient appeared at our clinic, she had, 
a without doubt, besides her nodular syphilid, psoriatic lesions covered with thick 


scales. As I mentioned before, she gave up antisyphilitic treatment when the scaly 
eruption appeared and spread during treatment. While she had pneumonia in 
February, she had neither antisyphilitic nor dermatologic treatment. Then severe 
symptoms developed: the widespread syphiloderm, the two ulcers of her lips, the 
large ulceration of the palate and the psoriatic lesions. She has had one injection 
of arsphenamine and there are signs of a dermatitis. She therefore will be treated 
with bismuth and potassium iodide for the present. 
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Poikiloderma Atrophicans Vasculare. Presented by Dr. Frep WIsr. 


J. L., a man aged 33, born in Italy, was first seen on April 1, 1937, with an 
eruption of eight years’ duration. There are slightly scaly flat telangiectatic 
lesions on the arms, the legs, the trunk and the right eyelid, predominating in 
areas of friction. There is some lordosis. The patient has three healthy children. 
The Wassermann and the Kahn test were negative. The histologic examination 
showed changes supporting the diagnosis of poikiloderma atrophicans vasculare. 


DISCUSSION 


(All agreed with the diagnosis as presented.) 


Mycosis Fungoides. Presented by Dr. IsaporE RosEN. 


P. A., a man aged 53, an engraver, born in Turkey, was first seen on May 
13, 1936, with an eruption of one year’s duration. The eruption began two years 
ago on the inner aspect of the right thigh. It gradually extended to involve the 
present sites. There was moderate pruritus. The granulomatous lesions were 
treated with unfiltered roentgen rays, and these responded to four treatments, 
each consisting of 75 roentgens, given at weekly intervals. The patient reported 
to the clinic after an absence of nine months, with more lesions. He presents 
many infiltrated plaques and granulomatous lesions varying in size from that of 
a pinhead to that of a palm. Some of the lesions are exudative, but itching is 
not intense. There are many areas of apparently normal skin. Histologic exami- 
nation of three sections on May 13, 1936, showed the following microscopic 
characteristics of leukemia: In the first section the vessels in the middle and 
x upper portions of the cutis were dilated, and there was an intense focal and 

diffuse cellular infiltrate. The epidermis was somewhat acanthotic, and in areas 
dst there was parakeratosis. The cellular infiltrate was composed of small round 
ee cells, the nuclei of which were somewhat larger than usual and a bit more 
ie vesicular. There were some wandering connective tissue cells. The process in 
pile the second section was similar to that in the first, though it was less intense and 
had a more uniform cytologic picture. The process in the third section was 
much more marked and the cytologic picture more varied. There was a sugges- 
tion of*a reticulum and some clumping of the nuclei... Histologic examination 
on April 2, 1937, showed characteristics of mycosis fungoides. Extending from 
the upper down to the deeper part of the cutis there was a large mass of cellular 
infiltrate containing many vessels. The epidermis was thinned and flattened. The 
infiltrate showed a multiformity of large cells, pyknosis, karyorrhexis, clumping 
of nuclei, mitoses and, in places, a reticulum. 


= DISCUSSION 


(All agreed with the diagnosis as presented.) 
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A Case for Diagnosis (Lupus Erythematosus? Syphilis?). Presented by 
Dr. Frep Wise. 


S. H., a man aged 27, was admitted to the clinic with an eruption on the 
face and the ears, which he has had for the past six months. The eruption is 
erythematous and covered with brownish scales and crusts. On the back are a 
number of lesions which have been present for the past six weeks. They consist 
of slightly tender discrete and confluent erythematous nodules. On the dorsum 
of the left foot is a discoid scaling erythematous lesion. A histologic examina- 
tion of the lesion just below the left ear showed “the end-stage of lupus erythema- 
tosus” and examination of a nodule from the back showed “the end-stage of an 
undiagnosed process.” There is an ulcerated lesion on the forehead. The Was- 
sermann test (repeated) gave a 4 plus reaction, and precipitation tests gave 
positive results. 

DISCUSSION 

Dr. Howarp Fox: Although I should like to make one diagnosis for all 
the lesions in this case, I do not see how I can do more than guess as to the 
nature of the lesions on the back. They might be sarcoid. 

Dr. Paut E. Becuet: This case is most interesting. The lesions on the face 
are so raised and edematous that they suggest vesiculation—so much so that 
a diagnosis of the Senear-Usher type of “pemphigus” should be considered. If the 
condition is lupus erythematosus, it might prove to be of the rare vesicular type 
reported by Wise under the heading of lupus erythematosus bullosus or pem- 
phigoides. 

Dr. GeorceE M. MacKee: I am inclined to think that the entire process is 
lupus erythematosus of the so-called nodular type, described by Crocker years 
ago. Such eruptions often are mistaken for erythema multiforme. 

Dr. Frep WIsE: Two specimens were submitted for microscopic examina- 
tion. One was from a lesion behind the ear which appeared to be an active 
lesion of lupus erythematosus. The other was from a lesion on the back which 
was of only six weeks’ duration, a relatively fresh lesion. The diagnosis of 
lupus erythematosus was suggested by the lesion behind the ear. The microscopic 
report on the lesion on the back was indefinite. “As far as the nature of erup- 
tion on the back is concerned, I am still in the dark. A benign form of pem- 
phigus should be considered in this case, because some lesions in that condition 
are clinically indistinguishable from lupus erythematosus, and it is only after 
observing a case for weeks and months that a final diagnosis of pemphigus of 
the Senear-Usher type may be made. In this case the 4 plus Wassermann reac- 
tion is interesting and confusing. The patient has never had an initial lesion of 
syphilis and shows no evidences of syphilitic infection. 


Tuberculosis Cutis (Scrofuloderma Type) in a Man Aged 43. Presented 
by Dr. Howarp Fox. 


I. S., a man aged 43, a salesman, has suffered from ulcerations of the right 
axilla, the scrotum and the buttocks for the past fourteen years. The skin of 
the right axilla is purplish and thickened and presents several coalescing ulcera- 
tions varying in size from that of a dime to that of a quarter and a number of 
fistulous openings exuding foul-smelling pus. On the upper third of the inner 
aspect of the right arm there is a sharply demarcated solid area consisting mostly 
of scar tissue, with an active border composed of numerous pea-sized superficial 
ulcerations. The skin of the axilla, which is raised in folds, is adherent to the 
deeper parts and causes a limitation of motion of the right shoulder. There is 
a similar condition involving the lymphatic glands of both inguinal regions and 
the scrotum. Numerous fistulous openings which exude profuse foul-smelling 
pus are present in these areas. The ulcerations extend along the gluteal cleft, 
involving the contiguous areas of the buttocks. These areas are purplish, pig- 
mented and indurate, with numerous fistulous openings. 
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Histopathologic examination (at the Veterans Administration Facility) of tissue 
from the axilla showed only simple inflammation. Sections from lesions of the 
buttocks showed a granuloma suggestive of either tuberculosis or syphilis. The 
Wassermann and the Kahn reactions were negative, and the result of the Frei 
test on two occasions was negative. Smears from the axilla showed the presence 
of “acid-fast bacilli with. typical tubercle morphology.” Inoculation of guinea- 
pigs with pus from all affected regions gave no indication of tuberculosis. A 
roentgenogram of the lungs showed “increased calcification of both hili and 
several thickened trunks.” No evidence of active pulmonary tuberculosis was 
shown either by examination of the sputum or by roentgenogram. 


DISCUSSION 
Dr. Howarp Fox: I hoped to be able to present a second case from the 
Veterans Administration Facility, which is almost the counterpart of this one. 
I think it is rather unusual to find lesions of the scrofuloderma type in men 
over 40. 


Erythema of the Chest, Associated with Tuberculous Hydropneumo- 
thorax. Presented by Dr. Howarp Fox. 


I. W., a man aged 42, a chauffeur, was treated at the Mount Sinai Hospital 
for pleurisy about four months ago. The right pleural cavity was aspirated four 
times, and a total of four and a half liters of fluid was removed. He was later 
treated for the same condition at the Veterans Administration Facility, where 
cloudy fluid was removed on two occasions. Two days before the last aspiration 
(about March 1) an eruption appeared on the chest. During the past six months 
and before the eruption appeared, five fluoroscopic examinations and two roent- 
genograms of the right side of the chest were made. 

On three occasions after aspiration the patient experienced localized pain fol- 
lowed in several days by gradually increasing areas of redness. These first 
appeared in the same intercostal space but anterior to the site of the puncture. 
The eruption is situated on the right side of the chest and consists of two fairly 
well defined oval areas, the largest being about 3 by 5 inches (7.5 by 12.5 cm.). 
The larger area is dull reddish. The smaller area was of the same color when 
I saw the patient three days ago at the Veterans Administration Facility but 
has since become brighter and somewhat larger. The skin is smooth and 
unbroken, slightly tender to the touch and slightly warmer than the surrounding 
normal skin. Under diascopic pressure the color disappears slowly and returns 
slowly when the pressure is released. There is no telangiectasia. The larger 
patch is apparently slightly infiltrated. 

Numerous examinations of the sputum showed no tubercle bacilli, and the 
results of inoculations of guinea-pigs with the aspirated fluid gave no indication 
of tuberculosis. The Wassermann and the Kahn reactions were negative. Urin- 
alysis and differential counts of the blood showed no abnormality. 


DISCUSSION 


Dr. Greorce M. MacKee: I am convinced that the roentgen irradiation had 
nothing to do with the condition. Possibly the man has had a mild superficial 
lymphangitis. 

Dr. Frep WisE: I suggest an investigation for erysipeloid of Rosenbach. 

Dr. Maurice CosteLLto (by invitation): The most plausible explanation of 
the eruption is that immediately after the last three aspirations of-the right 
pleural cavity the pleural fluid found its way along the tract made by the needle 
to a site in the same interspace but anterior to and below the point of insertion 
of the aspirating needle. The large size of the needle used in thoracentesis, the 
nature of the fluid and the intrathoracic pressure of a massive effusion were the 
causative factors. A deep seated localized area of pain occurring forty-eight 
hours after the tap in each instance was followed by a gradually increasing 
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erythematous eruption which has persisted. When I was at Saranac Lake | 
occasionally saw an abscess of the wall of the chest following aspiration in 
tuberculous empyema. 


A Case for Diagnosis (Purpura?). Presented by Dr. Lupwicg OULMANN. 

A. L., a boy aged 18, noticed about two years ago an area the size of a palm 
on the lower portion of the left calf, consisting of lentil-sized, round reddish 
brown spots, which were slightly hardened and did not produce pain or itching. 
The skin is slightly wrinkled. The surface is moderately scaly; the color does 
not disappear under pressure. The condition did not change under treatment, 
and a small area appeared last year, a few inches higher up. 


DISCUSSION 
Dr. Frep WisE: I cannot suggest a diagnosis, but I certainly should elim- 
inate the diagnosis of purpura. The eruption has none of the features of that 
disease. 
Dr. LupwiG OULMANN: This case seemed interesting to me, because the 
picture does not fit clinically or histologically into that of any regular purpuric 
condition, but it belongs in this group. 


Lichen Planus (Generalized). Presented by Dr. MinHran B. PAROUNAGIAN. 


Latent Syphilis, Vitiligo and Psoriasis. Presented by Dr. ANTHONY C. 
CIPOLLARO. 
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Severe Interstitial Keratitis. Presented by Dr. Josep V. Kiauper and Dr. 
ELMER R. Gross, Wilmington, Del. (associate member). 


M. B., a white man aged 21, has congenital syphilis. He was first seen one 
month prior to this meeting. At that time he had interstitial keratitis of six weeks’ 
duration on the right side and of three weeks’ duration on the left. The vision 
of both eyes on admission was restricted to perception of movements of the hand 
at 1 foot (30 cm.). The Wassermann reaction was 4 plus. The corneas were 
cloudy. There were considerable pericorneal congestion, photophobia and lacrima- 
tion. The process has remained acute, despite treatment with silver arsphenamine, 
mapharsen, bismuth subsalicylate and fever produced by intravenous injections of 
typhoid H antigen. The acute symptoms are now beginning to subside. 


DISCUSSION 


Dr. JosepH V. Kiauper: This case is one of those in which it seems that 
treatment does not play a sole rdle in keeping the process under control. The 
disease runs its own course; new vessels appear, and then the process subsides, 
apparently without the treatment’s having exercised any great influence. This boy 
has been shown to contrast with a Negro patient whose untreated interstitial 
keratitis is now quiescent and whose vision is fairly good, with little opacity in the 
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cornea. It appears that there is an important immunologic factcr in these mild 
and severe involvements, and I am not sure just what role treatment plays in these 
cases. If there were some means of stimulating the immunologic mechanism, I 
think much more could be accomplished than by antisyphilitic drugs. 


Dr. Joun H. Stokes: I should like to ask Dr. Klauder what his experience 
has been with fever therapy and what this treatment is worth in cases of interstitial 
keratitis. 

Dr. JoseEpH V. KLAuDER: We have not used malarial therapy at all, since 
the facilities are not available here in the hospital. Our own experience has been 
with typhoid H antigen; this patient was treated with it and had elevations in 
temperature to 103 and 104 F. We think that treatment is of value. 

Dr. Joun H. Stokes: For how young children can it be used? 

Dr. JosepH V. Kiauper: We have used typhoid antigen in treating children 
of 4 or 5 years. We have tried applying heat to the cornea by thermophore. One 
can safely treat the cornea at 130 F. fer one minute. We selected 120 degrees 
for one minute as a routine dose and treated the involved and the uninvolved eye 
two or three times a week. The thermal death point of the spirochete is 105 F. 
We were, however, unsuccessful in preventing involvement of the second eye. That 
observation, together with our failure to find the spirochete locally, constitutes 
evidence that the spirochetes are not present in the cornea. Treatment by ther- 
mophore has not added much to our armamentarium in treating interstitial keratitis. 

Dr. J. P. Guegurerre: I should like to ask Dr. Butterworth what success 
he had in treating interstitial keratitis by fever produced by diathermy. At the 
time I was using hot baths to produce fever I thought that interstitial keratitis 
was definitely benefited and the imprcvement in iritis marked. 

Dr. THoMAS BuTTERWORTH, Reading, Pa.: I treated interstitial keratitis in a 
few cases by artificial fever induced by diathermy and felt that the improvement 
was considerable. 

Dr. JosepH V. KiLauper: I think that is true with constitutional fever, but 
the thermophore, of course, was applied solely to the cornea. 


Interstitial Keratitis: Age of Onset and Diagnostic Value of Slit Lamp 
Examination. Presented by Dr. JosepH V. KLAuper and Dr. Perk Lee 
Davis (by invitation). 

G. C., a Negro aged 38, gave no history of syphilitic infection or previous 
inflammation cf the eye. When he was first seen, in January 1937, the right 
cornea was diffusely opaque, with rather mild signs of inflammation, pericorneal 
injection, lacrimation and photophobia. The left eye was uninvolved. Clinically, 
a definite diagnosis of interstitial keratitis could not be made. There were no 
stigmas of congenital syphilis or evidence of acquired syphilis. The Wassermann 
and the Meinicke reaction were negative. Slit lamp examination by Dr. Alfred 


Cowan showed typical interstitial syphilitic keratitis. Subsequently new vessels 


appeared on the cornea, forming a salmon patch, which the patient now presents. 
The appearance now is more characteristic of interstitial keratitis than when the 
patient was first seen. 

P. D., a white man aged 31, gave no history of syphilitic infection. When he 
was first seen, in January 1937, the right cornea was grossly clear, with no evi- 
dence of haziness or opacity. There was moderate pericorneal congestion, and the 
eye was irritable. The left eye was uninvolved. Clinically the diagnosis of 
interstitial keratitis could not be made. There was no evidence of congenital or 
acquired syphilis. The Wassermann and the Meinicke reaction were negative on 
two cccasions. Slit lamp examination by Dr. Cowan showed many deep vessels 
characteristic of interstitial syphilitic keratitis. Dr. Cowan made a definite diag- 
nosis of interstitial keratitis. 
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DISCUSSION 
Dr. JosepH V. KLauper: We present these two cases to emphasize the impor- 
tant role that slit lamp examination plays in the diagnosis of interstitial keratitis. 
In about 98 per cent of our cases there is a positive Wassermann reaction. In 
cases in which clinical evidence is indefinite, slit lamp examination is of great 
assistance in establishing a diagnosis. The subsequent development of the salmon 
patch in the first patient confirmed Dr. Cowan's diagnosis. The other patient 
presented similar difficulties to the making of a diagnosis from the clinical evidence, 
but again Dr. Cowan observed the deep vessels which are characteristic of inter- 
stitial keratitis. The fact that the man is 31 and shows no other evidence of con- 
genital syphilis raises the point that i: terstitial keratitis may be a much more 
common disease than it is considered and emphasizes the fact that there is appar- 
ently no relation, from an immunologic standpoint, between interstitial keratitis 
and the Wassermann reaction. In another group of cases the diagnosis of inter- 
stitial keratitis was made clinically. The slit lamp examination, however, did not 
confirm this. I feel that on clinical evidence alone the diagnosis of interstitial! 
keratitis could not be made in 100 per cent of the cases. 


Dr. Joun H. Stokes: How often does the differential problem of tuberculous 
versus syphilitic keratitis arise? 

Dr. JosEpH V. Kiauper: I should say in about 5 per cent of the cases. 

Dr. Ropp McDona.p (by invitation): In two months in the slit lamp clinic 
with Dr. Cowan I think I have observed only two cases of tuberculous keratitis 
and probably a dozen cases, either old or new, of syphilitic keratitis. One can make 
the diagnosis with the lamp, as a rule. In interstitial keratitis of syphilitic origin 
the vessels are usually deeper than in tuberculous keratitis. In acute interstitial 
keratitis there is no trouble at all in diagnosis. It is in old tuberculous keratitis 
that most of the difficulty arises. With tuberculous keratitis there is usually 
associated iritis. In that condition typical mutton fat deposits occur in the back 
of the cornea. 


Interstitial Keratitis; Cutaneous Testing to Determine Sensitivity to 
Corneal Tissue. Presented by Dr. JosepH V. KLauper and Dr. Etmer 
R. Gross, Wilmington, Del. (asscciate member). 

J. D., a white boy aged 7 years, when first seen, six months ago, had active inter- 
stitial keratitis involving both eyes. A small sliver of the involved cornea of 
another boy with active interstitial keratitis was removed under local anesthesia. 
This silver was ground and sufficient solution of sodium chloride added to make a 
suspension. Intracutaneodus tests with the following mixtures were performed on 
the patient now presented, on the boy from whom the piece of cornea was removed 
and on a third boy with active interstitial keratitis: 0.05 cc. of the corneal sus- 
pension, mixed with 0.05 cc. of the patient’s serum and 0.05 cc. of the corneal 
suspension, mixed with 0.05 cc. of luetin. Control tests were made by injecting 
separately 0.1 cc. of each of the following substances: the corneal suspension, the 
patient’s serum and luetin. All the tests gave negative results except those with 
luetin. 

DISCUSSION 

Dr. JosepH V. KLauper: We performed these tests as a study of the theery 
of the causation of interstitial keratitis which ascribes it to an allergic- phenomenon. 
In accordance with this theory, the cornea is an isolated area in reference to the 
blood supply and in the course of the immunologic reaction of the child to infection 
few antibodies reach the cornea; hence it does not share in the immunologic reac- 
tion to syphilis. Later, for some reason, there is a union of antibody and antigen 
in the cornea, with an explosive effect. We thought if we could unite antibody 
and antigen by mixing the cornea with the patient’s serum, we should get a positive 
reaction. We prophesied failure, for the conclusion seemed a little fantastic; cen- 
sistent with our prophecy, the reaction was negative. I do not believe there is 
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any satisfactory theory as to the cause of interstitial keratitis. The view of 
Hutchinson is as good as any. He said that in a bilateral disease one part appears 
before the other, and they never appear in unison. That does not explain much, 
but it is as good as any theory. : 


Interstitial Keratitis Treated by Thermophore. Presented by Dr. Josepu V. 

KLAUDER. 

N. L., a white girl aged 20, when first seen in January presented active inter- 
stitial keratitis on the right side. The physical examination showed no abnormality. 
There are no stigmas of congenital syphilis. The teeth are perfectly formed and 
in good condition. The Wassermann reaction was 4 plus. Treatment consisted 
of injections of silver arsphenamine and production of fever by intravenous injec- 
tions of typhoid H antigen. The thermophore was applied not only to the involved 
eye but to the uninvolved one, in the hope of preventing its involvement. Eight 
triweekly applications were made to both corneas for one minute at 120 F. The 
left eye became involved soon after cessation of treatment by thermophcre. 


DISCUSSION 

Dr. JosepH V. Ktauper: I should like to call attention to the perfect teeth 

of that girl. They are unusual in a patient with congenital syphilis. She has 

absolutely no stigmas. If one performs routine examinations on children and 

young adults, cne should bear in mind that a diagnosis cannot be made on purely 
clinical evidence. 


Relapse of Interstitial Keratitis After Ninety-Seven Injections of a Bis- 
muth Preparation. Presented by Dr. JosepH V. KLauper and Dr. ELMER 
R. Gross, Wilmington, Del. (associate member). 


A. L., a white girl aged 20, when first seen in November 1929 had active 
interstitial keratitis on both sides. Her sister, one year younger, also had interstitial 
keratitis. The patient now presented was treated exclusively with intramuscular 
injections of a bismuth preparation from November 1929 to April 1932, receiving 
a total of ninety-se: en injecticns. The condition of the eyes remained quiescent 
until August 1936, when there was a mild relapse of interstitial keratitis involving 
the left eye. The Wassermann reaction in 1929 was 3 plus. It was negative in 
December 1930 and has remained negative since then. 


DISCUSSION 

Dr. JosEpH V. KLAuper: We have treated interstitial keratitis by various 
methods, and at the particular time this patient came to us we were using bismuth 
preparations exclusively. The only relapses we have observed after two years of 
continuous treatment have been in the cases in which the condition was treated with 
a bismuth preparation. There have been three relapses in these cases. This would 
tend to show that some arsenic is required in the treatment of interstitial keratitis. 


Interstitial Keratitis Relapsing in the First Eye Without Involvement of 
the Second Eye. Presented by Dr. JosepH V. Kiauper and Dr. E_mer R. 
Gross, Wilmington, Del. (associate member). 

N. G., a-white man aged 21, had the initial onset of interstitial keratitis on 
the left side in August 1936. Treatment was administered from August to 
November 1936. At that time the inflammation of the involved eye disappeared. 
Treatment was allowed to lapse until February 1937, when the patient had a relapse 
involving the left eye. The right eye did not become involved. 


DISCUSSION 

Dr. JosepH V. Kiauper: I should like to call attention to one of the many 

unusual features of interstitial keratitis, relapse without involvement of the other 
eye. 
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Primary Atrophy of the Optic Nerve with Good Vision and Telescopic 
Fields. Presented by Dr. Etmer R. Gross, Wilmington, Del. (associate 
member). 

C. T., a white man aged 49, has primary atrophy cf the optic nerve of four 
years’ duration, associated with inactive tabes dorsalis. On admission to the clinic in 
December 1934 vision in both eyes was 6/9. The fields were full. In December 1936 
vision in the right eye was 6/9 and in the left eye 6/60. The fields were telescopic. 
From December 1934 to December 1936 treatment consisted of 18 intraspinal injec- 
tions of 1.5 cc. of a 10 per cent solution of scdium chloride at two week intervals 
for a course of 6 injections, with a rest period of two and a half months between 
courses. The patient received 0.3 Gm. of arsphenamine intravenously fifteen minutes 
after each intraspinal injection and 2.5 cc. of bismuth subsalicylate intramuscularly 
in the intervening week. Although the vision in the right eye was maintained, the 
atrophic process progressed despite treatment, as is indicated by the marked con- 
traction of the visual fields. 


Primary Atrophy of the Optic Nerve. Presented by Dr. EtmMer R. Gross, 
Wilmington, Del. (associate member). 

J. M., a white man aged 32, has primary atrophy of the optic nerve of three 
and a half years’ duration, with associated cerebrospinal syphilis. When the patient 
was first seen in August 1934, vision in the right eye was 6/9; that of the left 
eye, was limited to perception of movements of the hand. The Wassermann reac- 
tion of the blood was strongly positive. The reaction of the spinal fluid was 
positive in all phases. Despite active treatment, including subdural therapy, this 
patient became totally blind one and a half years after admission. He did not 
have a severe meningeal reaction following subdural therapy. 


Primary Atrophy of the Optic Nerve. Presented by Dr. Eimer R. Gross, 

Wilmington, Del. (associate member). 

T. B., a white man aged 39, has primary atrophy of the optic nerve of two years’ 
duration and associated cerebrospinal syphilis. He was first seen in September 
1934, when the vision of both eyes was 6/15. There was marked pallor of both 
disks, and the peripheral fields were full. From October 1934 to February 1937 
treatment consisted of twenty-seven intraspinal injections of 1.5 cc. of a 10 per cent 
solution of sodium chloride, followed by intravenous administration of an arsenical 
preparation, and 47 injections of bismuth subsalicylate. The Wassermann reaction 
of the blood was strongly positive, and that of the spinal fluid was positive in all 
phases. Vision in January 1937 was 6/21 for the right eye and 6/15 for the left. 
The fields were full. The patient is able to continue his work as a truck driver. 
From three to six hours after the subdural treatment he complained of severe 
generalized pains, headache and a stiff neck. On a few occasions the Brudzinski 
and Kernig signs were present. The atrophy of the optic nerve has thus far 
remained stationary. I am presenting this case to show the lack of correlation of 
the ophthalmoscopic findings and vision with the visual fields and the production 
by subdural treatments of marked meningeal irritation, manifesting itself with signs 
and symptoms of meningismus, which may account for the fact that the atrophic 
process has remained stationary to the present time. 


DISCUSSION 

Dr. JosepH V. Kiauper: I should like to call attention to the perhaps justifi- 
able attitude of the ophthalmologists, who have always sounded a sour note in 
discussions of progressive primary atrophy of the optic nerve. I should like to 
point out, too, that Dr. H. H. Hopkins IV, of Dr. J. E. Moore's clinic in Baltimore, 
and Dr. Gross have plotted the rate of progress of atrophy of the optic nerve. Its 
development may take one year or ten, fifteen or twenty years and analysis of the 
results of treatment is valueless without consideration of the rate of development 
of the condition if untreated. I am beginning to feel pessimistic about the treatment 
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of primary atrophy of the optic nerve. My associates and I are of the opinion 
that good results from subdural treatment depend on the degree of meningeal 
irritation produced. For this reason we have been employing injections of 0.5 cc. 
of a 10 per cent solution of sodium chloride. 

Dr. J. P. GuEQUIERRE: Some years ago I noticed that patients who experienced 
severe reactions to intraspinal injections of mercury bichloride got considerable 
improvement in vision—improvement that the ophthalmologist could not explain. 
Patients who did not have a reaction noticed no improvement. The reactions were 
rather terrible to observe. The patient experienced intense headache, epigastric 
pain, chills, fever, vomiting and loss of control of the sphincter. These symptoms 
would last for about six hours, but my best results were obtained in those patients. 
I had one case in which the reaction was so violent that I abandoned that line 
of treatment. 

Dr. Joun H. Stokes: I feel, probably because I have had less opportunity 
to watch cases over a long period, a little more optimistic. I think that it is still 
worth while to fight to arrest such a condition. To my mind, one of the best 
ways to treat the patient is to begin with a soluble heavy metal, and I am not 
certain whether mercuric succinimide or bismuth and sodium tartrate is better. 
I used quinine bismuthiodide until I realized that quinine exerts toxic effects on the 
optic nerve. The patient goes through three or four months of treatment with the 
soluble bismuth preparation of mercurial salt, and then, if fever therapy is advisable 
from the standpoints of age and general condition, he gets fever therapy. Occa- 
sionally, especially in cases in which there are no serologic manifestations in the 
spinal fluid—and such cases are unusual—and in cases in which there is a possibility 
cf relieving symptoms in the lower part of the cord likewise, I promptly start intra- 
spinal therapy. I am sure all the members know Dr. Moore’s work at Johns 
Hopkins, which brought him to the conclusion that intraspinal therapy had a 
slight but definite advantage over fever therapy. The recent work of the Coopera- 
tive Clinical Group in collecting the material on neurosyphilis which has accumu- 
lated since 1916 has certainly shown signs of putting intraspinal therapy back on 
the map; so a physician is not using an antiquated and discredited method of treat- 
ment when he employs it in treating primary atrophy of the optic nerve. The 
Gennerich modification of posture is an essential feature of the treatment. All 
that is necessary is the standing of the bed on its head when the patient is put 
into it after treatment. 


Neurosyphilis: Choked Disk. Presented by Dr. JosepH V. KLAuper and 
Dr. E_mer R. Gross, Wilmington, Del. -(associate member ). 


E. A., a white woman aged 23, was first seen in March 1931, complaining of 
severe headache, dimness of vision, weakness of the left side of the face, diplopia, 
tinnitus and general fatigue. Three and a half months prior to her admission to 
the clinic she had been hospitalized elsewhere for two months and had received 
potassium iodide orally and thirty mercurial inunctions. During that time the facial 
paralysis lessened. The vision on admission was 6/9 for the right eye, with 2 
diopters swelling of the nerve head, and 6/20 for the left eye, with 4 dicpters swell- 
ing of the nerve head. The pupils were regular but unequal, and sluggish to 
light, and the reaction of accommodation and convergence was poor. There were 
slight facial weakness and impaired hearing on the left side. The patellar reflexes 
were slightly exaggerated. The Wassermann and the Meinicke reactions of the 
blood and’ of the spinal fluid were strongly positive. Examination of the spinal 
fluid showed 277 lymphocytes per cubic millimeter; a test for the presence of 
globulin gave strongly positive results, and the curve obtained by the colloidal 
gold test was 2554332100. From March 1931 to October 1932 treatment con- 
sisted of oral administration of potassium iodide, alternating courses of bismuth and 
neoarsphenamine, intravenous injections of sodium iodide and spinal drainage for 
relief of intracranial pressure. One month after admission, vision in the right 
eye was 6/8 and in the left eye 6/12, and papilledema had been reduced to 1 diopter 
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in each eye. Two months later the patient was asymptomatic. The papilledema 
had disappeared, but hearing on the left side was only slightly improved. The 
patient allowed treatment to lapse after 1932 but did not have a recurrence. 


DISCUSSION 

Dr. JosepH V. KLtAuper: This case is presented because of the relative ire- 
quency of choked disk in early neurosyphilis. I think it is perhaps of more interest 
to the ophthalmologist. It is the type that one would expect to see in an ophthal- 
mologic hospital. We have had only two or three similar cases. 

Dr. Joun H. Stokes: So high a degree of choked disk is rather uncommon 
in neurosyphilis. To me the remarkable thing is the high degree of vision such 
a patient preserves. Has Dr. Klauder ever attempted drainage of small amounts 
of spinal fluid in these cases—that is, lumbar puncture and draining off of 5 cc. 
of fluid? Of course, that creates a perforation and a slow leak in most cases. In 
one or two cases I thought I observed rapid subsidence of the process after that 
procedure. 

Dr. JosepH V. KLauper: I have not done that as a therapeutic measure. Of 
course, the initial puncture involved removal of some fluid. I think the question 
of treatment is important from the standpoint of avoiding a flare-up. We pur- 
posely started treatment with a bismuth preparation and followed that with small 
injections of neoarsphenamine. 

Dr. HERMAN BEERMAN: [I had a patient with this condition, with all the symp- 
toms of tumor of the brain. The choking was rather intense. I saw her the other 
day in the receiving ward, after about two years. She had received little medica- 
tion, in the form of soluble and insoluble bismuth preparations, and during those 
two years she has been free from symptoms. 


Neurosyphilis: Involvement of the Third, Fifth and Sixth Nerves. Pre- 
sented by Dr. Perk Lee Davis (by invitation). 


T. D., a Negro aged 33, had a few injections of an arsenical and of a bismuth 
preparation in 1918 and again in 1930. When first seen, in December 1936, he had 
ptosis of the left eyelid, ophthalmoplegia on the left side and diminished sensation in 
the left cornea and over the left half of the face and the forehead. The Wassermann 
and the Meinicke reaction of the blood were strongly positive. Examination. of the 
spinal fluid showed 163 lymphocytes per cubic millimeter and strongly positive 
Wassermann and Meinicke reactions. A test for the presence of globulin gave 
moderately positive results, and the curve obtained by the colloidal gold test was 
1122210000. The ptosis cleared after the fourth injection of a bismuth preparation 
and diplopia disappeared after the sixth injection. The patient is now having 
slight pains in the fifth nerve. 

DISCUSSION 

Dr. PerK Lee Davis (by invitation): This case is presented mainly because 

of the relative rarity of involvement of multiple cranial nerves in neurosyphilis. 


Congenital Neurosyphilis. Presented by Dr. Joserpn V. KLauper and Dr. 
Perk Lee Davis (by invitation). ' 

A. F., a white boy aged 9 years, has congenital syphilis. When the patient was 
first seen, in December 1936, he complained of constant headaches. At the age of 
1 year he had spinal meningitis and was in the hospital for six weeks. The skull 
is unusually large and the forehead prominent; the ears are asymmetric. His 
teeth do not approximate, showing the so-called open bite. Both upper and lower 
teeth are dwarfed. The pupils are irregular but react promptly to light. The 
superficial reflexes are normal. His eyegrounds show old optic neuritis. Examina- 
tion of the spinal fluid showed 31 lymphocytes per cubic millimeter and a 4 plus 
Wassermann reaction. A test for the presence of globulin gave weakly positive 
results, and the curve obtained by the colloidal gold test was 1211000000. The 
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Wassermann and the Meinicke reaction of the blood were strongly positive. Clin- 
ical and serclogic examinations of the mother and one older brother showed no 
abnormality. The father has neurosyphilis. 


Gumma of the Ciliary Body. Presented by Dr. JosepH V. KLAuDeER. 


J. C., a Negro aged 28, when first seen, in November 1936, showed considerable 
congestion of the left conjunctiva. The cornea was generally hazy, and the anterior 
chamber was filled with opaque material, Only the periphery of the iris could 
be seen, and the lens was not visible. Histologic examination of the episcleral 
tissue showed chronic granulation, possibly of syphilitic origin. There was no 
history of infection and no clinical evidence of syphilis. There was a definite 
improvement after one injection of a bismuth preparation. Continuation of anti- 
syphilitic treatment caused disappearance of the inflammatory signs; the pathologic 
process apparently underwent involution. In view cf the prompt response to anti- 
syphilitic treatment, the diagnosis of gumma of the ciliary body, I believe, is justi- 
fied. The Meinicke and the Wassermann reaction were strongly positive. 


DISCUSSION 
Dr. JosepH V. KLauper: I wish to call attention to the rarity of the condi- 
tion and the lack of means of making a diagnosis. I do not think the diagnosis 
could be made except by exclusion. The process is rapid, inflammatory and 
destructive, and I understand that loss of the eyesight is almost a requisite in the 
diagnosis. Fortunately the condition is rare. This case is the first I have observed 
at this hospital. Gumma of the ciliary body has been suspected in a few cases, but 
a rapid course was not pursued; there was no improvement after treatment, and 
the diagnosis was not accepted. Improvement in this case was rapid under treat- 
ment, and I think that establishes the diagnosis. 


Alopecia Cicatrisata (Pseudopelade of Brocq). Presented by Dr. Josepn V. 
KLAUDER. 


Keratoderma Palmare et Plantare. Presented by Dr. Josep V. KLauner. 


A. N. is a white woman aged 46. The father was born in Italy and the mother 
in America. The parents were not related. The patient has no living brothers 
or sisters. There was no similar condition in the parents of the maternal relatives. 
She does not know abcut the paternal relatives. The patient has two children, 
who, she states, are normal. These children were born before the menses ceased 
permanently, when she was 24. Both soles are considerably thickened, raised and 
keratotic. Both palmar surfaces are similarly affected to a lesser degree. They are 
red, scaly and eczematous. The duration of the condition is seven years. On the left 
thigh there are a few mildly red and scaly areas. There is a marginated thick 
scaly area on the back of the scalp. On the upper inner portions of the thighs, 
including the mons veneris, there is a sharply marginated intertriginous erythema- 
tous patch. The patient is obese and of short stature. The hands, the forearms 
and the arms are small in proportion to her height. She appears to be normal 
mentally. 

DISCUSSION 

Dr. Carrot, S. Wricut: I should like to hear some one offer therapeutic 
suggestions. I have two private patients under my care at present with a condition 
similar to this, and I have not been able to accomplish much for them. 

Dr. ABRAM STRAUSS: I had two cases comparable to this one in which the 
condition cleared nicely under continued use of arsphenamine. The patients were 
not syphilitic, but arsphenamine was administered in the course of some experi- 
mental work. Whether the clearing of the eruption was a ccincidence or not, I 
do not know. 
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Dr. H. J. Smitu: I have used 33 per cent magnesium oxide in petrolatum, 
and in some cases the condition has cleared wonderfully with it. How it works I 
cannot tell. 


Xeroderma Pigmentosum (Improvement Following Vitamin Therapy). 
Presented by Dr. JEAN Crump (by invitation). 

A. M., a white girl aged 5 years, was admitted to the hospital in October 1936, 
complaining of dry, scaly, pigmented skin and photophobia. The child was appar- 
ently well and developing normally until she reached the age of 1 year, at which 
time the symptoms of xeroderma pigmentosum developed. During the summer of 
1936 she was apparently permitted to play outdoors in the sun as much as she 
wished. Her condition rapidly grew worse. The pigmented areas increased in 
size and number. Several small wartlike lesions appeared cn the legs, the face 
and the neck. These lesions were increasing rapidly in size. Photophobia, which 
had been in abeyance for two years, became marked. The relative merits of using 
radium, roentgen rays or cautery for the keratoses were discussed. Before a 
decision was reached, a small lesion showed evidence of shriveling and in a day 
or two dropped off, leaving healthy new skin beneath it. Consequently it was 
decided to watch the child for a time, as none of the lesions showed any evidence 
of malignant change on gross examination. Vitamin A was given in the form of 
carotene and of halibut liver oil. At the end of two weeks the photophobia was 
markedly improved, and the child had to be protected only from the direct rays of 
the sun. The keratoses continued to drop off, the last one disappearing six weeks 
after admission. The pigmented areas showed slow but progressive fading. The 
skin gradually became softer and less scaly. Administration of liver extract was 
started about four weeks after admission. The child was given 0.3 cc. three times 
a week. By the end of December the condition was greatly improved, and it was 
decided that liver therapy could be discontinued. For three weeks there was no 
evidence of regression; then slowly photophobia developed. The skin showed a 
little more evidence of scaliness, and a few small fungating lesions appeared on 
the chin. Liver therapy was resumed on February 22, but it is difficult to evaluate 
the results, since a severe impetiginous eruption coincidently developed and is still 
present. At the same time an infection developed in the left eye. 


DISCUSSION 

Dr. JEAN Crump (by invitation): One thing that has interested me in this 
case is the recurrence of symptoms after liver therapy was stopped. That may 
have been a coincidence, but I shculd like to know what Dr. Klauder thinks of it. 

Dr. JosepH V. KiaAuper: Liver therapy has been suggested in the treatment 
of sensitization to light, and this girl’s condition certainly falls into that category. 
From that standpoint I should advise that it be continued. 

Dr. Joun H. Stokes: [ wonder if keeping patients with this condition painted 
with an ointment of phenylsalicylate might not make them a little more tolerant 
to light. 


Naevus Verrucosus. Ichthyosis Hystrix. Presented by Dr. W. O. Roop, 
Atlantic City, N. J. 

D. R., a white girl aged 13 years, presents several variously sized verrucous 
and pigmented plaques over the sternum, above and to the left of the left breast 
and over the left shoulder. On the flexor surface of the left arm and forearm 
is a long narrow lesion (ichthyosis hystrix), approximating the course of the median 
nerve. The entire involvement is unilateral. These lesions were first noticed when 
the child was between 3 and 4 years of age. The lesions are being treated by 
refrigeration. The plaques over the sternum and above the left breast have received 
one application of solid carbon dioxide. 
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DISCUSSION 
Dr. W. O. Roop, Atlantic City, N. J.: Whether to use electrodesiccation or 
refrigeration was a problem. I believe the majority of practitioners would prefer 
electrodesiccation in this type of case. Because of the large lesion over the sternum 
and the tendency in this area to keloidal development following electrodesiccation, 
I preferred treatment by refrigeration, and I believe the result will be satisfactory. 
Dr. JosepH V. KLAuper: I subscribe to the diagnosis but should prefer electro- 
desiccation. 


A Case for Diagnosis. (Lupus Erythematosus? Sarcoid?). Presented by 

Dr. Carrot, S. WRIGHT. 

A. B., a white woman aged 30, states that two red patches developed overnight 
in May 1936, one in the left malar region, which lasted until October, and one 
on the left side of the nose below the naso-orbital fold, which still persists. This 
patch is sharply circumscribed and somewhat elevated and has a thin, scaly covering. 
It is about 1 cm. in diameter. Some extension downward has occurred within 
the last two weeks. It itches on exposure to the sun or the wind. Treatment 
consisting of two injections of sodium gold thiosulfate caused no improvement. 


DISCUSSION 
Dr. J. M. Scuri_pkravut, Trenton, N. J.: Sarcoid would be my diagnosis. 
There seems to be an infiltrated plaque. 


Dr. Rosert L. GILMAN: I can only repeat the advice Dr. Wright gave me 
in a similar case: Give more gold preparation. 


Rosacea. Presented by Dr. Carrot, S. WRIGHT. 

R. J., a white woman aged 26, is presented for suggestions as to therapy. Three 
years ago an eruption developed on the face. She was hospitalized at the time. 
Examination showed an infantile uterus. Symptoms of menopause occurred at the 
age of 23, but “under treatment periods continued.” Her face flushes easily and is 
irritated by simple washing. There was a marked inflammatory reaction to roent- 
gen radiation in a dose of approximately 75 r. At present the face shows a diffuse 
erythematous macular eruption with evidence of telangiectasia. There is no pustula- 
tion. The patient has had all types of local therapy and a few roentgen treatments. 
There has been no benefit. 

DISCUSSION 

Dr. Joun H. Stokes: I should treat the eruption as rosacea with large doses 
of dilute hydrochloric acid and calcium and, that failing, as Lewandowsky’s tuber- 
culid with a gold preparation. 

Dr. Ropert L. GirMANn: [ did not think it rosacea at first, but it is certainly 
possible that it is. It is comparable to the type of rosacea that may occur at the 
menopause, and the patient may be going through some such change at this time. 
It seems peculiar that it covers almost the entire cheek. I thought I detected 
some underlying pigment beneath the tinge of rosacea. I noticed that she had 
widely dilated pupils and considerable exophthalmos. The condition may be com- 
pared with dermatitis dysmenorrhoeica. 

Dr. H. J. Smitu: I have treated this patient for about two years without 
any result, with the ordinary treatment for rosacea. This girl has an infantile 
uterus. She is not menstruating at all, and I do not believe that she has ever 
menstruated. I think that fact might possibly have something to do with the case. 
Her skin is sensitive; she shows an inflammatory reaction to almost all local appli- 
cations used in the treatment of rosacea. She has had large doses of hydrochloric 


acid. 
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VAUGHN C. GarRNER, M.D., Chairman 
April 16, 1937 


Tuomas ButrerwortH, M.D., Secretary 


A Case for Diagnosis (Steatocystoma Multiplex?). Presented by Dr. 

H. J. Smiru. 

M. S., a Negro aged 23, came to the clinic because of acne vulgaris. However, 
examination of the chest revealed numerous discrete noninflammatory nodules, 
confined largely to the presternal region, and a few similar lesions in the right 
axilla and on the flexor surface of the right forearm. They were first noticed 
after an attack of pneumonia at the age of 13. They vary in size from that of a 
millet to that of a split pea and appear to be deep in the cutis. The Wassermann 
reaction was negative. 

DISCUSSION 
Dr. W. O. Roop, Atlantic City, N. J.: I suggest steatocystoma multiplex. 
Dr. Frep D. WEIDMAN: I subscribe to that diagnosis. 


A Case for Diagnosis (Syphilis? Tuberculosis of the Lip?). Presented 
by Dr. Carroity S. WRIGHT. 

M. R., a white girl aged 8 years, when seen on Oct. 13, 1936, had a large 
sharply circumscribed elevated lesion about 1 cm. in diameter, with a slightly 
adherent black crust, on the right side of the lower lip. It had existed about three 
months. Some surrounding induration was present. The submental glands were 
enlarged. No cutaneous lesions were seen. Dark field examination showed no 
abnormality. The Wassermann and the Kahn reaction were negative, and the 
Kline reaction was 1 plus. The patient returned to the clinic on Jan. 6, 1937, with 
a crusted ulcerative lesion on the upper lip. On Feb. 3, 1937, bismuth subsalicylate 
in oil (2 cc.) was administered intramuscularly. One week later the ulcerative 
lesion had undergone considerable involution. Serologic studies showed the 
Wassermann reaction to be moderately positive (211); the Kahn, —-—2, and the 
Kline, 1 plus. On March 10, 1937, the lesion on the upper lip had healed with 
irregular fibrous scarring. All serologic studies on that date gave negative results. 
Two weeks later, on March 24, 1937, the patient presented herself because of a 
new ulcerative lesion on the right side of the lower lip. A bismuth preparation 
was again administered. On April 14, 1937, the new lesion was fully healed. 
Serologic studies of the patient’s mother and her younger brother, aged 7 years, 
gave negative results. The patient now presents an irregular furrowed appearance 
of both lips, owing to the presence of fibrous scars. 

DISCUSSION 

Dr. DonaLp M. Pittspury: Was the Wassermann reaction repeatedly positive ? 
Did it ever reach a titer of over 2? 

Dr. REUBEN FRIEDMAN: With the exception of a 1 plus Kline reaction, the 
serologic studies gave negative results prior to the first injection of a bismuth 
compound early in February. One week after injection of the bismuth compound 
the Wassermann reaction was positive, but the titer never exceeded 2. 

Dr. DonaLtp M. Pirtspury: I should like to inquire the duration of the 
adenopathy. I have seen that manifestation in many chronic infections of the 
lower lip, and in children it tends to be extreme. 

Dr. REUBEN FRIEDMAN: The adenopathy was so pronounced that it could be 
seen across the room; it was dense and absolutely painless. 

Dr. SiGMUND S. GREENBAUM: I do not think the diagnosis of syphilis has 
been definitely established. There is one condition that deserves consideration, 
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and that is a primary tuberculous complex. I think that diagnosis should be 
checked by a tuberculin test at this time and perhaps a histologic examination 
of a section removed from the scar. 

Dr. Jos—EpH V. KiLaupeErR: I do not believe the condition is syphilitic. The 
lesion in the photograph does not have the puckered appearance of a chancre. 
The long duration, the absence of other symptoms and the 1 plus Wassermann 
reaction do not support the diagnosis of chancre. I have come to disregard a 
1 plus Wassermann reaction. 

Dr. J. M. ScuHi_pKrAut, Trenton, N. J.: I am inclined to think the condition 
is tuberculous. I had a case in which a young girl had a lesion on the cheek and 
cervical adenopathy similar to the symptoms present here. 

Dr. PerK LEE Davis (by invitation): I suggest the ulcerative glandular type 
of tularemia. I observed a case of that condition accompanied with marked cer- 
vical adenopathy. 


Lupus Erythematosus. Presented by Dr. Ermer R. Gross, for Dr. Josep 
V. KLAuper. 

W. L., a white man aged 56 but looking older than his stated age, shows a 
confluent bright red scaly eruption involving each side of the face and the nose 
and extending over both ears. There are associated atrophic areas on the ear, 
dilated plugged follicles about the nose and telangiectasia of the face. On the 
extensor surfaces of both forearms there is a patchy scaly erythematous eruption. 
The cutaneous trouble began in 1927 on the face and gradually spread to the ears 
and to the forearms. The condition has continued, with exacerbations and remis- 
sions. The patient’s skin has never been clear. 


DISCUSSION 

Dr. Carrot S. Wricut: | think one interesting fact is that this man had his 
last acute flare-up following exposure to a severe wind. That can possibly be 
added to the list of aggravating factors in lupus erythematosus. 

Dr. DonaLtp M. PILtspury: There was a comment in The Journal of the 
American Medical Association recently on the cause of windburn. It was to the 
effect that with the rapid evaporation of moisture from the surface of the skin, 
the filtering effect of the moisture on the ultraviolet rays is lost, so that windburn 
is essentially the same sort of reaction as sunburn. 


Mixed Hemangioma and Lymphangioma of the Cheek, the Tongue and the 
Lip, with Asymmetry of the Face and Recurrent Infection, Possibly 
Streptococcic. Presented by Dr. DonaLtp M. PILissBury. 


F. J., a Negro aged 3 years, presents a flat hemangioma of the lower lip and 
lymphangiomatous vesicles on the tip of the tongue, in which some element of 
hemangioma can be detected. These lesions have been recurrently infected of 
late. On the inner side of the left cheek “frog spawn” vesicles are seen. 
Asymmetry of the face was noted at birth, together with the lesions described 
previously. The mother states that she has observed recurrent painful nodules 
in both his cheeks since birth, and since an attack of scarlet fever these have been 
much worse. Infection of the lesion of the tip of the tongue has been noted. The 
child has grossly infected and enlarged tonsils and general cervical adenopathy, 
more marked on the left side. Recurrent moderate fever is associated with the 
inflammatory nodules in the cheek and the inflammation of the tip of the tongue. 
There are no neurologic changes, and the mentality is normal. Roentgen exam- 
ination showed no osseous changes and particularly no hypertrophy. The patient 
has had three roentgen treatments during the past ten days, which have produced 
improvement. 
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DISCUSSION 
Dr. Frep D. WEIDMAN: I agree with the diagnosis. I think that intercurrent 
streptococcic infections in cases like this are not at all uncommon. It is rather 
difficult to differentiate between mixed hemangiomatous and lymphangiomatous 
nevus and lymphangioma circumscriptum. 


A Case for Diagnosis (Enlarged Circumvallate Papillae?). Presented by 
Dr. THomMAs ButTTerworTH, Reading, Pa. 


G. P., a white woman aged 47, has marked rosacea. All the circumvallate 
papillae of the tongue are greatly enlarged. Sore throat developed last fall, and 
there have been repeated attacks ever since. The patient noticed the masses on 
her tongue two months ago. She has had gastric trouble all her life. The blood 
count was normal, and the Wassermann reaction was negative. 


DISCUSSION 
Dr. SiIGMUND S. GREENBAUM: This condition has been described in America 
by both Sutton and Holland. These enlarged papillae foliatae are traumatic, 
infectious or malignant. The only treatment for the condition is to destroy them. 
| think in this case they are infected, hypertrophied lymphoid tissue. 
Dr. HERMAN BEERMAN: I had a patient with a condition like this several years 
ago. The histologic observations indicated granuloma. 


Tuberculosis Cutis, Occurring with Syphilis. Presented by Dr. Tuomas 

BUTTERWORTH, Reading, Pa. 

B. R., a Negress aged 25, presents grouped slightly scaly flat-topped papules 
above the upper lip, in the right nasolabial fold, and in the inner canthus of the 
left eye. On the neck there are hard oval flat-topped papules larger than those 
of the face, with smooth, depigmented, shiny surfaces and hyperpigmented borders. 
There is slight infiltration. Several similar papules in the perianal region have 
coalesced to form an arciform plaque. The cervical and epitrochlear lymph nodes 
are enlarged. Serologic tests in another hospital in February 1937 gave strongly 
positive results. The patient received 5 injections of neoarsphenamine from 
February 1 to March 27, 1937. The lesions on the face were present before treat- 
ment was begun. Those on the neck appeared after the second injection. None 
of the lesions was influenced by treatment. 


Tuberculosis Cutis, Occurring with Syphilis. Presented by Dr. H. J. Smirn. 


M. M., a Negress aged 42, well nourished and apparently in good general 
health, has a symmetrically distributed eruption of the scalp, the forehead, the 
neck, the body and the extensor surfaces of the extremities. The lesions are 
slightly raised, sharply marginated, somewhat depigmented scaling atrophic plaques 
and hyperesthetic areas varying in size from that of a lens to that of a palm. 
The condition began two years ago and has become progressively worse. Sub- 
jectively, the patient has had some itching and pain. Local applications have 
reduced the dry, scaling condition of the lesions. Since the institution of anti- 
syphilitic treatment the lesions have had a tendency to ulcerate. The teeth are 
in poor condition. The pupils are small and slightly irregular and react sluggishly 
to light. All other reflexes are present and apparently normal. The Wassermann 
reaction was positive. The report on histologic examination indicated miliary 
gumma. 

DISCUSSION 

Dr. H. J. SmitH: A diagnosis of psoriatic syphiloderm was my first thought 
when this patient came to the clinic. The lesions on the legs below the knees 
were distinctly scaly. The case is interesting because so many areas of scar 
tissue exist on the arms and the legs. On the back of the neck the lesions are a 
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little different. The patient was treated with a bismuth preparation. After receiv- 
ing a number of injections she had a flare-up of the lesions, particularly on her 
legs, almost like a Herxheimer reaction. They have healed now, and the con- 
dition has improved. I feel that the case is one of tuberculosis and syphilis. 

Dr. Frep D. WetpMAN: I saw the sections and diagnosed the condition as 
either tuberculosis or syphilis; in view of the clinical history, syphilis is the most 
likely diagnosis. When I saw the lesions on the arms tonight I thought the con- 
dition was syphilis. The sign shedding most light on the matter was the presence 
of small nodules at the inner canthi of the eyes. The legs present a picture much 
like that of syphilis, while the nape of the neck and the inner canthi present one 
of tuberculosis. The association with syphilis in this case may throw light on the 
reason why cases of this type are sometimes mistakenly considered instances of 
syphilis. Dr. Klauder will recall that in an original case presented by me before 
a joint meeting of the Boston, New York and Philadelphia dermatological societies 
in October 1924 and reported by him in the ArcHives (ArcH. DeRMAT. & SyPH. 
12:17171 [Aug.] 1925) the great majority of physicians thought the case one of late 
secondary syphiloderm; indeed, when the patient first came to the dispensary, the 
* diagnosis of psoriasis was made by one of the assistants. I notice that this patient 
has definite epitrochlear adenopathy. The next thing to be done in this case is to 
obtain a roentgenogram of the chest. I think the condition is Schaumann’s dis- 
ease, a variant of sarcoid of Boeck. 

Dr. JosEpH V. KLauper: I think it is a distinctive form of tuberculosis in 
the Negro—the Cora Bailey type. Cora Bailey had extensive scarring at the 
terminal stage of her disease. The lesions varied considerably. They showed 
some infiltration and scaliness, and later they all underwent involution with 
cigaret-paper type scarring, as exhibited by this woman. 

Dr. DonaLp M. Pittsspury: I should like to ask Dr. Smith if he said the 
lesions had improved under bismuth therapy. 

Dr. H. J. SmitH: Yes. 

Dr. Donatp M. Pittspury: It seems to me that more and more dermatologic 
conditions are being seen—for instance, lupus erythematosus and sarcoid—in which 
bismuth produces improvement and that a response to medication with bismuth is 
becoming less and less certain as an indication of svphilis. 


Molluscum Contagiosum, Apparently Cured. Presented by Dr. Donatp M. 
PILLSBURY. 


T. B., a white boy aged 9 years, has lesions of molluscum contagiosum on the 
right leg, which are undergoing involution. The patient is shown because his 
condition is an example of widespread molluscum contagiosum and the case shows 
the difficulties of treatment of extensive benign conditions in children. Treatment 
consisted of (1) attempts at incision and extrusion of the lesions, (2) administra- 
tion of small fractional doses of roentgen radiation, (3) injections of a bismuth 
preparation, (4) use of erythema doses of ultraviolet radiation and (5) applications 
of various exfoliative ointments and antiseptics. None of these measures had any 
effect. Apparent cure was obtained by desiccation of the lesions while the patient 
was under general anesthesia (over a hundred lesions being removed at each of 
two operations) and injection of molluscum filtrate. 


DISCUSSION 

Dr. W. O. Roop, Atlantic City, N. J.: The therapy that I have found useful 

for molluscum contagiosum is simply to remove the little sebaceous collection at 

the center of each lesion and touch the site with a drop of phenol. The lesions 

disappear promptly under that treatment, which does away with the older method 

of curettement, which is painful and with children difficult to carry out, particu- 
larly when the lesions are numerous. 
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Dr. VaAuGHN C, Garner: Is that practicable for a child of 3 years with 
hundreds of lesions? 

Dr. W. O. Roop, Atlantic City, N. J.: If the physician is patient, yes. 

Dr. Donatp M. Pitissury: I presented this boy to illustrate the difficulty of 
treating benign lesions—warts, for instance—in young children. Some children are 
surprisingly cooperative; others are not. What is the physician to do, tem- 
porize with various caustics or anesthetize the child and desiccate the lesions? 
I do not know of any problem that can be more difficult. I gave this patient 
various forms of treatment simply to try psychotherapy for molluscum con- 
tagiosum. In that connection, I should like to observe a case in which warts have 
been successfully and unquestionably treated by psychotherapy alone. I have read 
of such cases, but I, at least, have not been able to put on a long enough beard 
to get away with it. ; 

Dr. VAUGHN C. GARNER: I agree with Dr. Pillsbury that some cases of 
extensive molluscum justify the use of general anesthesia. There is a dentist in 
my building who gives gas skilfully, and I have treated three or four patients 
with this condition under gas, with good results. 


BRONX DERMATOLOGICAL SOCIETY 
Paut Gross, M.D., President 
April 29, 1937 


Henry Sitver, M.D., Secretary 


Cutaneous Calcinosis. Presented by Dr. Avo_pH RostTENBERG. 


I. Y., a boy aged 6% years, is the second child of healthy parents. He had 
scarlet fever at the age of 3 years. Six months later he suffered from rheumatic 
fever, involvement of the joints of the hands and the feet and a cardiac lesion. 
He was bedridden for about four months, and when he recovered from the severe 
illness he had a contracted left hip, which gradually yielded to treatment. The 
first nodules appeared on the arms about two years ago. 

The patient presents a symmetrical eruption which involves both elbows, the 
volar aspects of the arms and the anterior surfaces of the legs. It consists of 
nodules which are arranged in beadlike fashion and range in size from that of 
a pea to that of a hazelnut. They are both discrete and confluent; they form 
large plaques on the hips. The smaller lesions are freely movable; the larger 
ones are firmly attached to the skin and the underlying tissues. All lesions are 
hard, almost stony. The overlying skin is either of normal color or reddish. Five 
lesions show a central crateriform opening exuding a glairy mucopurulent fluid, 
which on drying leaves a grayish brittle crust. Manipulation causes no pain in these 
tumors. 

Roentgenograms showed extensive calcification in the soft tissues, more marked 
in the region of the left hip. There was marked calcification in the soft tissue in 
the proximal two thirds of the right forearm. Some calcification was seen in the 
soft tissue around the distal third of the humerus. The examination of the hlood 
showed 11.4 mg. of calcium and 4.9 mg. of inorganic phosphate per hundred cubic 
centimeters of serum. 

DISCUSSION 


Pror. A. BuscHKE, Berlin, Germany (by invitation): In a case of calcinosis 
recently under my observation the involvement was not as extensive as that in the 
one presented tonight. The deposits of calcium in my case apparently originated 
from the bones. The blood showed marked alkalosis. Therapy in such cases is 
not successful. 
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Dr. Davin Boom: In 1931 Dr. E. R. Maloney and I reported (Arcu. Dermat. 
& SypH. 23:245 [Feb.] 1931) a case of cutaneous calcinosis in a boy aged 14, 
in whom the lesions first appeared seven years previously, after an attack of nephri- 
tis which confined him to bed for seven months. It was thought that the nephritis 
was an etiologic factor. As the process was considered to be in its final stage, 
no effect was expected from internal medication. However, conservative surgical 
treatment was successful. The situation is similar to that in the case presented. 

Dr. Max B. Kampr: I had occasion to observe this patient last summer and 
can state that the lesions on the thigh and in the region of the hips were much 
larger then than they are at present. It must be assumed that there has been a 
certain amount of spontaneous involution, 

Dr. ApoLpH ROsTENBERG: I must apologize for having inadequately worked up 
this interesting case. The patient but recently came under my observation. The 
condition is cutaneous calcinosis of the metabolic type, in which the calcium through 
some metabolic change is deposited in the tissues. Cases like this are rare. 


A Case for Diagnosis (Lupus Erythematosus). Presented by Dr. Marion B. 
SULZBERGER. 

S. H., a man aged 27, was first seen on April 10, 1937. For the past six 
months he has had an eruption on the face and the ears which is erythematous 
and covered with brownish scales and crusts. On the back are a number of lesions 
which have been present for the past six weeks. They are slightly tender, discrete 
and confluent erythematous nodules. On the dorsum of the left foot is a scaling 
discoid erythematous lesion. After three injections of bismuth subsalicylate .the 
lesions became larger; new ones appeared on the back, and a number showed 
early ulceration in the center. 

Tuberculin tests with dilutions of 1: 1,000,000 and 1: 100,000 gave negative 
reactions, and that with a dilution of 1: 10,000 gave a 1 plus reaction. The Wasser- 
mann reaction was negative, and the Kahn and Kline tests gave results of 4 plus. 
A second Wassermann test gave positive results. Roentgen examination of the 
chest showed no abnormality. 

The histologic examination of the lesions just below the left ear showed the 
end-stage of lupus erythematosus, and an examination of a nodule from the back 
showed the end-stage of an undiagnosed process. The tissue from a second biopsy 
specimen from the back was examined and showed a banal superficial inflammatory 
process. 

DISCUSSION 

Pror. A. BuscuKkeE, Berlin, Germany (by invitation): These lesions suggest 
two different entities, and I am inclined to fit both into a single diagnosis, if pos- 
sible. The lesions of the nose are probably granuloma annulare; they look different 
from those cf lupus erythematosus. If the lesions on the back are not typical of 
granuloma annulare, neither are they typical of lupus erythematosus. Lupus ery- 
thematosus comprises many conditions which later will be separated. 

Dr. Davin L. SATENSTEIN: I saw this patient a few weeks ago. The lesions 
of the face are obviously lupus erythematosus. Although the histologic picture 
was not typical, it was sufficiently characteristic to warrant this diagnosis. Exami- 
nation of a lesion taken from the back showed an inflammatory reaction, and the 
picture was not characteristic of any particular disease. I could not make a diag- 
nosis. Tonight the lesions present a different aspect. They are flatter, and the 
centers are depressed. I have never seen granuloma annulare undergo such change 
in ten or twelve days. Nor can I conceive of such a clinical course in such a short 
time in lupus erythematosus. I should not accept the diagnosis of sarcoid, of lupus 
erythematosus or of granuloma annulare. 

Dr. Witpert Sacus: The first section of tissue which showed definite lupus 
erythematosus was apparently taken from a telangiectatic lesion. 

Dr. Lupwic OULMANN (by invitation): I had occasion to see the patient at 
a meeting of another society and agreed that the entire condition was lupus 
erythematosus. 
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Dr. Louts CHarGixn: While I agree with what Professor Buschke said, I 
do not see how any one can fit the two conditions into one entity. The lesions on 
the back are difficult to fit into granuloma annulare. I have never seen lesions of 
granuloma annulare with such red, raised borders and with that kind of center. 
If indeed the condition fits into this group at all, it would more likely be erythema 
elevatum diutinum. I consider the possibility of Darier’s erythema annulare for 
the lesions on the back and of lupus erythematosus for those on the face. 

Dr. Paut Gross: The lesions on the trunk certainly suggest acute and atypical 
lupus erythematosus. Although the lesion on the face has all the characteristics 
of lupus erythematosus, one ought to consider the possibility of the Libman-Sacks 
syndrome. 

Dr. Louts CHARGIN: I have had an opportunity to observe and study numerous 
cases of the acute variety of lupus erythematosus at the Mount Sinai Hospital. 
I can state that in not a single instance has atrophy been observed to be associated 
with the eruption. This association alone in the lesions of the face would serve 
to rule out acute lupus erythematosus in this case. The lesions on the back in 
no way resemble those common in the acute type. The diagnosis is usually made 
on the basis not alone of the eruption but of the clinical course, the pathologic 
findings and usually the observations at autopsy and the histologic changes of 
the capillaries. 

Dr. Paut Gross: That Libman and Sacks’ disease may begin as fairly typical 
lupus erythematosus I can bear out by the following experience: A _ patient 
presented a fairly typical lesion of lupus erythematosus on the face and neck. 
There were marked albuminuria and a positive Wassermann reaction. Several 
months later I saw the patient again. The lesions on the face had not changed, 
but there were many lesions on the trunk and the extremities, including bullae 
and hemorrhagic lesions. The clinical findings and the autopsy established the 
diagnosis of Libman and Sacks’ disease. 

Dr. SAMUEL M. Peck: One of course recognizes the three varieties of lupus 
erythematosus: the discoid type which occasionally becomes disseminated and acute, 
the acute variety which is disseminated from the onset and is usually fatal and 
the Libman-Sacks type. While this last type has been called lupus erythematosus, 
there are certain points which make it differ from that which dermatologists 
recognize as lupus erythematosus. It differs from the usual lupus erythematosus 
by the lack of atrophy and the absence of follicular hyperkeratosis. Because it is 
localized on the face, in the butterfly arrangement, is markedly erythematous and 
shows telangiectasia, it has been designated as lupus erythematosus. The acute 
variety of lupus erythematosus has a vascular lesion as its most prominent patho- 
logic element, with lesions not only in the skin but in the kidneys. In my opinion, 
a great deal of work still has to be done to clarify the concept of this disease. 
Certainly one will agree that the discoid type is different from the acute type 
with renal lesions in its clinical manifestations, in its course and in its pathologic 
process. This point remains: Does the chronic discoid type, which becomes 
acutely disseminated, resemble the acute type in which there are renal lesions? | 
think that this point has not been settled as yet. 

Dr. Frank E. Cross: I do not think the eruption on the face is the average 
picture of discoid lupus erythematosus; it is a more severe or subacute type. The 
lesions on the back of this patient are an erythema multiforme like expression 
of possibly the same factor that is producing the lupus erythematosus on the face. 

Dr. Marion B. SuLzBerGeR: Lupus erythematosus is not an etiologic diagnosis 
but a morphologic one. Clinically and histologically the lesions on the face fit in 
with this morphologic diagnosis. 

What the lesions on the back are I do not know, because they do not conform 
to any of the usual pictures. I think it is always more logical first to assume that 
associated lesions are due to the same cause if one can possibly do so. In this 
particular case, while the lesions on the face and those on the body seem dissimilar, 
they may yet be due to the same unknown cause. 
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Lupus Erythematosus Bullosus. Presented by Dr. Davin BLoom. 


M. K., a man aged 43, born in Poland, presents an eruption which began in 
1921. At first there was only itching of the scalp, but in the course of several 
months bullae developed on the back of the trunk and the upper part of the chest. 
The eruption on the face appeared about ten years ago. 

The eruption involves the vertex of the scalp, the region behind the left ear, 
the cheeks, the chest and the upper part of the back. It consists of scarring, 
alopecia and a few tense bullae. The legs show numerous depigmented scars and 
a few crusted lesions, the residue of dried bullae. The patient states that the condi- 
tion gets worse after exposure to the sun. He has suffered from sinusitis for 
many years. 

The examination of the blood, including a differential count, showed no abnor- 
mality. The Wassermann reaction was negative. The sedimentation test of the 
blood showed the rate to be somewhat accelerated. The tuberculin test with a 
dilution of 1: 10,000 produced a moderately positive reaction and with a dilution 
of 1: 1,000 a strongly positive one. 


A Case for Diagnosis (Lupus Erythematosus, Telangiectatic Form? 
Poikiloderma Atrophicans Vasculare?). Presented by Dr. Marion B. 
SULZBERGER. 

A. W., a girl aged 22, presents an eruption of one year’s duration which is 
confined to the eyelids. There are reticulated pigmentation and scaling, with some 
erythema. The patient has received eight injections of 1 cc. of bismuth subsalicyl- 
ate, which have produced no improvement. A patch test with eyebrow pencil gave 
a negative reaction. The histologic examination revealed a superficial inflammatory 
process. 

DISCUSSION 

Pror. A. Buscuke, Berlin, Germany (by invitation): I agree that this con- 
dition is lupus erythematosus, but whether it is the final stage is still a question. 
I think that if it were poikiloderma it would not be localized over the eyelids, 
and one would expect a more variegated picture. 

Dr. WiLBert SAcHs: In view of the considerable telangiectasia, this condition 
must be regarded as a telangiectatic form of lupus erythematosus. 

Dr. Marion B. SuLzBerGeR: Lupus erythematosus may appear in peculiar 
forms. As Dr. Sachs brought out, telangiectasia is still present. One occasionally 
observes cases of lupus erythematosus in which some of the lesions or all the 
lesions in some stages consist exclusively of telangiectasia. 


Endocrinal Purpura. Presented by Dr. SAMUEL M. PECK. 


This Puerto Rican girl aged 19 presents an eruption which appeared about one 
year ago on both legs, especially around the ankles. Occasionally superficial ulcera- 
tions were seen in that region. The eruption usually appears as a shower of small 
lesions just before a menstrual period and reaches its height during the first 
few days of the period. The eruption was first thought to be caused by a drug, 
as the patient was taking compound tincture of viburnum for the pain accom- 
panying the menstrual period, but it was shown later that drugs had nothing to 
do with the eruption. 

When the patient was first seen, on Dec. 22, 1936, she presented on each leg, 
especially on the lower third, numerous petechiae and scattered areas of ecchymosis 
several centimeters in diameter. On the shins and the sides of both legs she had 
a number of irregular shallow oval ulcerations, which showed some surrounding 
redness and ecchymoses. They appeared to represent the breaking down of larger 
ecchymotic areas, like those seen scattered on other parts of the legs. The physical 
examination revealed no abnormalities. 

The venom test on the arm gave a negative reaction and on the leg in the 
immediate vicinity of the larger ecchymotic areas a moderately positive reaction 
after twenty-five minutes. The examination of the blood showed 87 per cent 
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hemoglobin, 4,300,000 red cells, 11,900 white cells and 150,000 platelets. The bleed- 
ing time was three and one-half minutes. The coagulation time was six minutes. 
The tourniquet test on the arm and on the thigh gave negative results. The Was- 
sermann and the Kahn reaction were negative. 

The histologic examination showed negligible epidermal changes. There were 
some hyperkeratosis and acanthosis, with scattered intracellular edema of the basal 
cells. In the papillary and the subpapillary layer, as well as in the upper and the 
middle part of the cutis, there were many dilated capillaries. The endothelial 
cells lining these vessels were normal for the most part; here and there they showed 
some swelling and projection into the lumen. The precapillary vessels and the 
smaller venules were dilated. No pathologic changes were seen in the arterioles. 
There was free hemorrhage in the upper part of the cutis. The inflammatory 
changes throughout the tissues were minimal and consisted of a slight increase 
of the fixed tissue cells and proliferation of the adventitial cells, especially around 
the vessels in the middle part of the cutis. There was little cellular infiltration, 
consisting of lymphocytes. 

The patient has been receiving injections of moccasin venom in a dilution of 
1: 3,000 twice weekly since the first examination. The maximum dose in the last 
three or four weeks has been 1.5 cc. The lesions on the right leg have cleared 
completely and have not recurred. The patient is still having recurrences of pur- 
pura on the left leg, associated with shallow ulcerations. 


DISCUSSION 

Pror. A. BuscHKkE, Berlin, Germany (by invitation): I have observed three 
cases of endocrinal purpura during the menopause. I spoke to Dr. F. Rosenthal 
in Berlin about the association, and he had observed it in two cases. One of the 
women that I saw had swellings which were believed to be due to ingestion of 
acetylsalicylic acid, a conclusion which was later ruled out. I was able to cure 
the condition with calcium and an estrogenic substance. 

Dr. ApoLpH RostTENBERG: Does Dr. Peck consider mild grades of ecchymoses 
around or during the menopause as a condition of the type under consideration ? 

Dr. SAMUEL M. Peck: The answer to Dr. Rostenberg’s question depends on 
the grade of ecchymoses. When the condition is generalized or marked it may 
fit into that entity. Dr. Nathan Rosenthal and I have observed at least 15 cases 
of purpura at the menopause. Sometimes at the cessation of menstruation the 
hemorrhagic manifestations stop. In some of these cases the venom test may give 
a positive result. A point which I have always considered important is the fact 
that in women who have a generalized capillary fragility there is often increased 
bleeding during the menstrual period. These women state that they get ecchymotic 
areas on the skin after the slightest trauma. Strangely, it is just in those cases 
that one would expect to find a strongly positive reaction to the venom test, but 
this does not follow. One has to be careful in judging the results of venom therapy 
in this type of case. 


Thrombocytopenic Purpura. Presented by Dr. Samuet M. Peck. 

A. R., a girl aged 11% years, born in the United States, was first seen in 
September 1936 because of recurring black and blue spots, bleeding from the 
gums and frequent epistaxis. These symptoms have been occurring more frequently 
during the last month. She stated that there had been no ingestion of drugs. The 
patient is well developed. The secondary sexual characteristics are not yet present. 
Scattered over the body are a great many ecchymotic areas and petechiae. There 
is slight oozing from the gums, and on the mucosa of the cheeks are a number 
of ecchymotic spots. The spleen is barely palpable. 

The examination of the blood showed 74 per cent hemoglobin, 5,700,000 red 
cells, 15,800 white cells and 10,000 platelets. The tourniquet test gave positive 
results. The coagulation time was seven minutes, with no clot retraction. The 
bleeding time was six and one-half minutes. The venom test gave positive results. 
The Wassermann reaction was negative. 
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Since September 1936 the patient has been treated with injections of moccasin 
venom in dilutions of 1: 3,000 twice weekly. By Nov. 20, 1936, the reaction to the 
venom test had become negative. The symptoms became less marked. There were 
no more nosebleeds, and only a few black and blue spots remained. Because of 
the persistent low platelet count roentgen treatment was given to the spleen on 
January 26, 28, 29 and 30 and February 1, 2, 3 and 4. Venom therapy was dis- 
continued before the initiation of the roentgen therapy. By February 15, although 
the patient felt well, new purpuric spots had begun to develop. The platelet count 
had risen to 30,000. The tourniquet test gave positive results. The coagulation 
time was twenty minutes and the bleeding time fifteen minutes. The reaction to 
the venom became moderately positive. The symptoms began to be more severe. 
There was a recurrence of the nosebleeds and the bleeding of the gums, and the 
platelet count varied between 10,000 and 20,000. 

On March 29 moccasin venom was again administered and has been given twice 
weekly until the present time in doses of 2 cc. per injection. By April 2 the 
reaction of the venom test again had become strongly positive. Since that time, 
during a course of injections of venom, the symptoms have decreased; bleeding 
of the gums has stopped, and the last venom test, on April 26, gave fairly positive 
results. 


Thrombopenic Purpura. Presented by Dr. SAMUEL M. PEcK. 

S. C., a woman aged 37, presents all the hematologic criteria for a diagnosis 
of thrombopenic purpura: a platelet count of 30,000, a prolonged bleeding time 
and incomplete clot retraction. The tourniquet test gave positive results. The 
venom test gave positive results during the entire period of venom therapy. The 
patient has refused splenectomy. The case is an example of purpura haemorrhagica, 
with a persistently positive reaction to the venom test in spite of venom therapy. 


DISCUSSION 

Dr. Marion B. SutzBerGer: We should be thankful to Dr. Peck for pre- 
senting these cases. They demonstrate the importance of the cutaneous venom test 
in diagnosis and prognosis and the occasional therapeutic effect of venom in 
thrombopenia. 

Dr. SAMUEL M. Peck: My purpose in presenting these cases is to demonstrate 
how one has to analyze purpuric eruptions of the skin which from their clinical 
appearance alone might seem to be similar. In these cases there were all the 
characteristic criteria of the disease. In both of them treatment with venom was 
employed. The eruption in the little girl began as acute purpura haemorrhagica. 
Here one had to be extremely careful in gaging the results of any therapy, because 
in such cases there is usually a spontaneous remission. The condition improved 
during venom therapy. The reaction to the venom test, at first positive, became 
negative. Because of a paper recently published in The Journal of the American 
Medical Association (Mettier, S. R., and Purviance, K.: Classification and Treat- 
ment of the Hemorrhagic States: Value of Roentgen Irradiation in Essential 
Thrombocytopenic Purpura Haemorrhagica, J. A. M. A. 108:83 [Jan. 9] 1937), 
claiming good results in cases of purpura haemorrhagica after irradiation of the 
spleen, venom therapy was stopped. Fractional doses of roentgen rays were given 
ever the spleen for a rather long period. At the end of the course all the bleeding 
symptoms recurred, and the reaction to the venom test again became positive. She 
was again given venom therapy, and at present the reaction to venom has become a 
delayed positive reaction, showing that the condition is again being controlled by the 
venom therapy. In the older patient, who was suffering frcem chronic purpura 
haemorrhagica, venom therapy failed, and the reaction to the venom test remained 
positive. 


Schamberg’s Disease. Presented by Dr. Samuet M. Peck. 


M. S., a boy aged 15, born in the United States, has had a recurrent eruption 
on the legs for the past year. At first it was present only around the ankles, but 
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gradually, with each subsequent attack, it spread higher up on the legs and at 
present reaches almost to the knees. No other members of the family are affected. 
During the last summer the eruption was less pronounced. General physical exami- 
nation showed the patient to be well developed and revealed no abnormalities. 

On the leg, extending from the ankle to the upper portion of the calf, are 
scattered sharply circumscribed brownish patches. They are not raised above the 
level of the skin and consist of telangiectatic purpuric spots which show no evidence 
of atrophy. The brownish color suggests old blood pigment. There are no sub- 
jective symptoms. The majority of the lesions are around the ankles and consist 
of cayenne pepper spots the size of a pinhead, which conglomerate to form the 
rather irregularly oval brownish red areas. Telangiectasia is usually seen around 
the periphery. Toward the center the lesion is more brownish than toward the 
periphery, where the greatest activity is present and the color is almost bright red. 

The Wassermann reaction was negative. The examination of the blood showed 
100 per cent hemoglobin, 5,000,000 red cells and 13,800 white cells. The differential 
count showed 34 per cent lymphocytes, 5 per cent eosinophils, 5 per cent mono- 
cytes, 55 per cent segmented cells, 1 per cent staff cells and 250,000 platelets. The 
venom test at the margin of one patch around the left ankle produced a negative 
reaction after one-half hour. In the middle of the lesion the reaction was moder- 
ately positive after a half-hour. 

The histologic picture of tissue obtained from the periphery of one of the 
large brownish red lesions was a classic illustration of Schamberg’s disease. The 
most marked changes were noted in the papillary and the subpapillary layer, where 
there was a dense cellular infiltration composed of lymphoid cells, polymorpho- 
nuclears and a few epithelioid cells. A number of histiocytes were present. No 
mast cells could be seen. There were many dilated blood vessels and lymph spaces. 
Since the lesion was evidently in an early stage, there were no pigment cells or 
pigment granules, and staining showed no hemosiderin. The elastic tissue through- 
out the section was fragmented and practically absent. 

Injections of moccasin venom in a dilution of 1: 3,000 were begun on Jan. 7, 
1937, and continued twice weekly. The patient had marked reactions of hyper- 
sensitivity to the venom. After desensitization was attempted with a few injections 
and found to be difficult, practically protein-free modified venom was used. The 
patient has been receiving 1 cc. of this modified venom twice weekly until the 
present time. While there has been some improvement, new lesions are still 
appearing. 

DISCUSSION 

Dr. SAMUEL M. Peck: This boy with Schamberg’s disease thus far has shown 
no improvement with venom therapy. This might be partially explained by the 
fact that because of the marked reaction large doses could not be given. It was 
for this reason that the patient was given the so-called venom fractions, which were 
developed in the laboratory of my associates and me and are practically protein 
free. They have a therapeutic efficacy which is not quite that of venom. 


Alopecia Areata in Four Members of One Family. Presented by Dr. Henry 
SILVER. 

E. V., a girl aged 18, is under the care of Dr. William Leifer. Falling of the 
hair began more or less simultaneously on the scalp and the eyebrows about six 
vears ago, when the patient was 12 years old, and progressed to total alopecia. 
There was no history of preceding illness, operation cr physical or psychic trauma. 

For the first four years of her illness she was treated elsewhere with local 
applications and ultraviolet radiation, which brought no relief. In the past two 
years she has received injections of 1 cc. of the gonadotropic substance from the 
urine of pregnant women at weekly intervals, and there has been a 50 per cent 
regrowth of hair on the scalp, but none in the eyebrows. 

There are seven children in the family. The father, an older brother and a 
younger brother, aged 11 years, suffer from patchy alopecia. The two patches of 
alopecia in the boy aged 11 years appeared only recently. 
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Fixed Eruption Due to Arsphenamine. Presented by Dr. Louris CHARGIN. 


A. W., a woman aged 20, a houseworker, is suffering from syphilis of unknown 
duration. On admission to the clinic she was asymptomatic. The Wassermann 
reaction was 4 plus. She received ten injections of arsphenamine, two of neoars- 
phenamine and nineteen of bismuth subsalicylate without any untoward reaction. 
On March 24, 1937, after the eleventh arsenical injection, she received 0.3 Gm. 
of neoarsphenamine. On the following day there developed an eruption consisting 
of erythematous lesions scattered over the body, including the face, which was 
diagnosed as an arsphenamine eruption. Three weeks later the patient received 
0.02 Gm. of mapharsen, and on the following day the eruption was activated. Two 
weeks later—that is, yesterday—she received 0.25 Gm. of neoarsphenamine. She 
returned this morning showing marked activation of the existing lesions all over 
the body and a well marked new lesion on the tip of the tongue, which was reddish 
at the border and pigmented at the center. 

The eruption involves the upper and lower eyelids, the area on the leit side 
of the mouth, the neck, the region under the left breast, the back, the arms, the 
forearms and the thighs. The lesions are irregular pigmented macules varying in 
color from dark brown to blackish. They vary in size and configuration but are 
mostly round; some are confluent. There is no other type of cutaneous lesion 
present; the conjunctiva and the buccal mucosa are free from lesions, except for 
the aforementioned lesion on the anterior portion of the tongue. The patient is not 
in the habit of taking medicine containing phenolphthalein. 


DISCUSSION 

Dr. Louts CHArGIN: Although I have seen a considerable number of fixed 
eruptions due to arsphenamine, I never saw one on the mucous membrane of the 
mouth, especially on the tongue. 

Dr. Marion B. SutzBerGcer: I think these types of fixed eruptions are of great 
interest. We know little about the mechanisms of their genesis. I am sure that 
Dr. Chargin does not mean to state that fixed eruptions of the tongue are rare; 
this statement applies only to those produced by arsphenamine. 

Dr. CHARLES LERNER: I wish to emphasize one clinical feature which serves 
to differentiate this condition from a fixed eruption due to phenolphthalein. In 
the latter type of eruption the lesions are circular, whereas those due to arsphen- 
amine are apt to be oval or flattened and oval. 

Dr. FRANK E. Cross: Are there more fixed arsphenamine eruptions in Negroes 
than white patients, and if so is there any explanation for that fact ? 

Dr. Lourts CHarcGtn: I have had the opportunity to study a series of patients 
suffering from fixed eruptions due to various types of arsphenamine. There is no 
doubt that Negroes are more prone to get these eruptions than white patients. Of 
the total number of fixed eruptions in the group studied, about 6 of 50 were in 
white patients, the proportion of Negro to whife patients being 60 to 40. In my 
experience, bismuth eruptions are exceedingly rare. In a patient with an arsphen- 
amine eruption I have seen bismuth activate the lesions. In one patient that occurred 
twice. I doubt whether one can differentiate eruptions due to phenolphthalein from 
those due to arsphenamine by their contour. It is of interest to note that a few 
patients with fixed arsphenamine eruptions proved sensitive to phenolphthalein or 
antipyrine. 


A Case for Diagnosis (Anetoderma of Jadassohn? Pseudoxanthoma 
Elasticum?). Presented by Dr. ArtHuR SAYER. 

J. S., a girl aged 14, a high school student, came under observation in March 
1937 because of numerous elevated lesions on the trunk. The mother stated that 
the first lesions appeared about two years ago, after an attack of chickenpox. 
The lesions became gradually more numerous and grew slowly. There were no 
subjective symptoms at any time. 
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There are about 100 whitish elevated lesions, varying in size from that of a 
pinhead to that of a split pea, scattered mainly over the anterior and the posterior 
aspect of the chest. The lesions are not firm and there is no evidence of wrinkling 
of the overlying skin. Some of the lesions show herniation. 

The Wassermann test, and the examination of the urine, complete and differ- 
ential blood counts and a chemical examination of the blood showed no abnor- 
mality. The fundi were normal, and no angioid streaks were seen. The vision in 
both eyes was good. 

The histologic examination showed the epidermis to be somewhat thinner than 
normal. There was no inflammatory cellular infiltration in the corium. In the 
deeper part of the corium the collagen bundles were markedly broken up and were 
arranged in an irregular manner. There was considerable edema between these 
bundles. The Van Gieson stain showed fragmented fibers of elastic tissue. 


DISCUSSION 

Dr. Davin L. SATENSTEIN: ‘The histologic examination showed an ordinary 
inflammatory reaction. No changes in the elastic tissue could be seen that would 
definitely rule out pseudoxanthoma elasticum. Another section showed a con- 
densation of the connective tissue, suggesting possible scleroderma or keloid. No 
positive diagnosis could be made from either section. 

Dr. Wivsert SAcHs: One of the sections showed elastic tissue which was 
not degenerated, and therefore I should rule out any form of macular atrophy. 
The histologic changes suggest morphea, and I should exclude keloid. 

Dr. Henry SiLver: This case presents difficulties in establishing a definite 
diagnosis. From the clinical aspect alone, pseudoxanthoma elasticum can be ruled 
out. With respect to the diagnosis of anetoderma of Jadassohn one has only to 
compare this patient with the patient with typical anetoderma of Jadassohn pre- 
sented by Dr. Feldman to realize the difference. In the absence of a clearcut 
clinical picture one must rely on the histologic observations. Drs. Satenstein 
and Sachs have reported that a definite diagnosis cannot be established in the 
case. One must discount the story that chickenpox persisted for three and one- 
half months; some other inflammatory process must have led to the development 
of these lesions, which' can be regarded as secondary atrophy. 

Dr. ArtHuR SAyYER: I realize that the tissue should have been studied with 
various stains and, although requested, I was unable to obtain them. I believe 
that the diagnosis of hypertrophic scars is not tenable, because some of the lesions 
developed in normal areas of the skin. It seems to me that the atrophy is pri- 
mary and not secondary to the lesions of chickenpox. 


A Case for Diagnosis (Congenital Anomaly of the Appendages of the 
Skin). Presented by Dr. SAMuEL FELDMAN. 


S. H., a girl aged 3 years, had a normal birth and no unusual diseases of 
childhood to which the present condition could be ascribed. The father states 
that the hair on the child’s scalp was always sparse. The nails were originally 
soft and indented, but they gradually became harder and coiled laterally, forming 
a cylindric hood which resembled that of a covered wagon. 

In the occipital region the head is entirely devoid of hair, and the skin is 
smooth and shiny. On the rest of the head the hairs are colorless and short; 
the longest reaches about 2 inches (5 cm.). There is no keratosis of the fol- 
licles, but there is fairly marked subungual keratosis. The eyebrows are depig- 
mented; the hairs are short and sparse; the eyelashes are few. 


DISCUSSION 
Pror. A. BuscHKE, Berlin, Germany (by invitation): I think that no clinical 
diagnosis is possible without a histologic examination, and that the follicles 


especially should be studied. I believe that an endocrine disturbance is at the 
base of this anomaly. 
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Dr. ArtHuUR SAYER: I suggest that a roentgenogram of the sella turcica be 
obtained. Congenital anomalies of the skin are occasionally due to endocrine 
factors, and the pituitary gland should be examined in cases like this. 


Argyria of the Face and the Neck. Presented by Dr. ArtHUR SAYER. 


R. S., a housewife aged 37, born in Russia, presented herself on Feb. 10, 
1937, because of a peculiar grayish discoloration of the face and the neck. The 
first sign of this discoloration appeared about five years ago, and the condition 
has progressively increased in intensity since that time. The patient has been 
suffering from a chronic infection of the nasal sinuses. She obtained relief from 
instillation of a mild protein silver and used 5 or 6 drops ef a 20 per cent solu- 
tion two or three times daily practically without interruption for the next twelve 
years. About five years ago she underwent a nasal operation. At that time the 
attending physician noticed a peculiar slight pigmentation of the face and cau- 
tioned her against the use of silver solutions. The pigmentation of the face 
gradually became more pronounced, and about two years ago the patient finally 
discontinued use of the drug. 

The patient presents a diffuse discoloration of the entire face and neck, 
extending somewhat to the front of the chest. The skin is slate colored, being 
darker on the face and lighter on the neck. The rest of the body is normal in 
appearance, although the forearms show a suggestion of pigmentary change. 
There are no subjective symptoms. The pigmentation of the face seems at times 
to vary in intensity and is now more pronounced than usual. Both conjunctivae 
and the mucous membranes of the nose and the mouth appear normal. For the 
past five years the patient has been in the habit of applying to her face a pro- 
prietary bleach cream (Libett salve no. 1) for removing freckles. The manu- 
facturers refused a request that they divulge the composition of this salve. 

The Wassermann test and complete examinations of the urine and of the 
blood, including a differential count, showed no abnormality. 

The histologic examination of a piece of tissue excised from the back of the 
neck and stained for silver showed a moderate amount of melanin in the basal 
cells and in the cells immediately above them. In the upper layers of the cutis 
were clumps of extracellular pigment which seemed to take a deeper stain with 
the silver solution. The character of the pigment did not suggest argyria because 
of the absence of small particles of pigment immediately below the basal area. 
Mercury and other metallic pigmentation cannot be demonstrated by the staining 
method but must be studied by chemical analysis. 

The patient was treated for argyria by the method suggested by Stillians. 
A solution of equal parts of 1 per cent solution of potassium ferrocyanide and 
6 per cent solution of sodium thiosulfate was injected intracutaneously in several 
areas of the neck. The patient has received six intracutaneous injections, which 
have produced no visible improvement. 


DISCUSSION 

Pror. A. BuscHKE, Berlin, Germany (by invitation) : I have not encountered 
eruptions due to mild protein silver or phenolphthalein. The use of these drugs 
is not common in Germany. If the diagnosis of argyria is valid, then one would 
expect to find silver in the tissues. [I still think that the spectographic method 
is best for detecting silver in the tissue. 

Dr. Leo SpreceLt: I believe the discoloration is probably due to mercury. 
Dr. Peck found melanin and no foreign particles in the corium. If one uses a 
dark field microscope with a filter, the particles of silver stand out as bright 
dots. To test a specimen of skin for silver spectrographically requires a large 
piece of tissue, and it is an expensive procedure. This patient used mild protein 
silver in the nose over long periods, so one might expect to find some discolora- 
tion on the pharyngeal wall, but this area looks normal. 
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Dr. Davin L. SATENSTEIN: Use of the spectrographic method is not necessary 
in identifying minute particles of silver. They are easily recognized in clean 
sections as granules. Nor is it necessary to use dark field examination. 

Dr. Leo Sprecet: Hollander and Baer reported a case of discoloration of 
the skin due to mercury (ArcH. Dermat. & SypuH. 20:27 [July] 1929) to which 
this case is similar. As Dr. Satenstein pointed out, if the particles are silver, 
they can be seen under the microscope in unstained sections, but they show up 
much more readily by dark field illumination as bright dots and lines within the 
corium. Granules of silver in sections of tissue are decolorized by a solution of 
potassium cyanide. 

Dr. ApvotpH RosteENBERG: I do not think the color is that seen in typical 
argyria. As long as there is another etiologic factor, namely, application of a 
cream containing mercury, I am inclined to consider this discoloration as due to 


mercury. 
Dr. ARTHUR SAYER: The clinical picture is complicated because the patient 
had used mild protein silver and a cream containing mercury. I wish to call 
attention to the fact that she has used the cream on the face only, and yet she 
shows pigmentation not only on the face but on the neck and the upper part of 
the back. Therefore, one can eliminate the cream as a primary factor in the 
causation of the pigmentation. It might, however, be a secondary factor. 


Tertiary Syphilis. Presented by Dr. Paut Gross. 

S. H., a woman aged 48, born in the United States, has suffered for the past 
three years from an eruption on the trunk, which has been spreading rapidly. 
The patient has been married twice but has had no children. On the entire trunk 
and on the arms are large annular lesions. The border of these consist of flat 
brownish red or pink nodules; the centers show slight pigmentation but no scar- 
ring or atrophy. The less infiltrated lesions resemble annular erythema. The 
Kahn reaction was 4 plus. 

DISCUSSION 

Dr. Louis CuHarcin: If it is true that the eruption in this patient has been 
present for three years without undergoing any change, then it certainly is 
unusual. Moreover, this type of syphilis does not show a bilateral tendency and 
regularly undergoes involution, accompanied with formation of atrophic scars. It 
would be interesting to see what therapy will accomplish in this case. 

Pror. A. BuscHKeE, Berlin, Germany (by invitation): There is no doubt 
that this case is one of late syphilis, belonging perhaps to the late secondary or 
early tertiary period. I should avoid arsphenamine and give iodides and prepa- 
rations of bismuth. 

Dr. Leo SpreceLt: What objection does Professor Buschke have to the 
patient’s being given arsphenamine ? 

Pror. A. BuscHkE, Berlin, Germany (by invitation): I do not think that 
arsphenamine is necessary in cases of late involvement. I should give it in those 
of early involvement but in those of late involvement I prefer bismuth prepara- 
tions and potassium iodide. 

I am in favor of large doses of arsphenamine, because small doses tend to 
cause more harm than good. There is always the possibility that large doses 
might prove harmful in late syphilis. If there is no response to other remedies, 
arsphenamine may be used. I think that the use of potassium iodide is too much 
neglected, and in some cases it works wonders. I should not be surprised if 
conditions of this type could be cured with potassium iodide alone. I am sur- 
prised at the enormous amount of arsphenamine that is being used in the United 
States, and I think that the constitution of the Americans is different from that 
of the Germans. I use only from 0.45 to 0.6 Gm. of neoarsphenamine. I am 
much in favor of using mild mercurous chloride. I use a 10 per cent emulsion 
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of that and inject about one third of the contents of a syringe, which would be 
0.3 Gm., and I give from four to six injections. I am satisfied with my results, 
especially in cases of vascular syphilis. 

Dr. Louis CHaARGIN: All that Professor Buschke has said is true. The mem- 
bers all know that tertiary syphilis, particularly in cases in which there has been 
no previous treatment, will respond to almost anything—mixed treatment, potas- 
sium iodide, etc. He is right in saying that it is not advisable to use a remedy 
that may prove dangerous. It is known from recent American statistics that 
patients with cardiovascular syphilis experience far better results if they are 
treated with bismuth and arsphenamine—that not only are their lives prolonged 
but they feel much better. Furthermore, it must be admitted that these patients, 
in spite of the fact that they are suffering from late syphilis, have spirochetes 
in the system, and arsphenamine has a tendency to destroy the spirochetes much 
more readily than bismuth. It must be admitted that now and then in late syph- 
ilis cure is seen, and it is more likely to result from combined treatment than 
from the use of one remedy. Too large doses should not be given to patients 
with late syphilis. 

Dr. Leo Sprece_: I agree with the remarks of Dr. Chargin. In the clinics 
of the Cooperative Clinical Group the largest doses recommended in the treatment 
of this stage of the disease are 0.4 Gm. of old arsphenamine and 0.6 Gm. of 
neoarsphenamine. In the clinic for patients with cardiac involvements at the 
Bellevue Hospital Drs. John Wyckoff and C. E. de la Chapelle recommend the 
use of iodides and bismuth, followed by small doses of an arsenical. There is no 
question about this eruption’s being one of late secondary syphilis, and I believe 
there is an involvement of the larger blood vessels. This patient should receive 
iodides and a bismuth preparation, followed by small doses of old arsphenamine. 


Acne Vulgaris (Cystic) Treated Successfully with Staphylococcus Toxoid. 
Presented by Dr. Marton B. SULZBERGER. 


H. W., a woman aged 27, has suffered from a severe and persistent cystic acne 
of the face for about six years, beginning when she was 21. The condition resisted 
every known form of treatment at the hands of several competent dermatologists. 
Local treatment, roentgen therapy and various diets did not effect satisfactory 
results. 

Injections of staphylococcus toxoid were begun on Jan. 20, 1937. The patient 
received at weekly intervals six intracutaneous injections of 0.1 cc. of a toxoid 
derived from toxin containing 100 dermonecrotic units per cubic centimeter. After 
the fifth injection improvement was rapid and striking. The staphylococcus anti- 
toxin titer of the blood serum rose from 0 to 2 units per cubic centimeter. On 
March 17, 1937, a second series of intracutaneous injections of 0.1 cc. of toxoid 
from toxin containing 1,000 dermonecrotic units per cubic centimeter was inaugu- 
rated. Six injections have been given to date, and there has been continued satis- 
factory improvement. The condition is better now than at any time since its onset. 


Sycosis Vulgaris Treated Successfully with Staphylococcus Toxoid. Pre- 
sented by Dr. Marion B. SULZBERGER. 


This patient, a man aged 35, presents an eruption of twelve years’ duration. 
He was treated by various methods, including local application and roentgen 
irradiation. These produced little change in the condition. Since December 1936 
he has received sixteen weekly injections of staphylococcus toxoid, which resulted 
in remarkable improvement. The first injection consisted of 0.02 cc. of staphylo- 
coccus toxoid from toxin containing 1,000 dermonecrotic units per cubic centimeter. 
The dose was progressively increased. The last injection consisted of 0.4 cc. of 
toxoid, and the total amount of staphylococcus toxoid given was 2.17 cc. The 
antitoxin titer of the patient’s blood rose from 2.5 to 8 units after the sixth 
injection, 
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DISCUSSION 

Dr. SamMuEL M. Peck: My first experience with staphylococcus toxoid 
(Lederle) was rather an unhappy one. I injected the doses as originally suggested 
—that is, in amounts of from 0.1 to 0.3 cc., etc., of a dilution known as no. 1, 
which contained 100 necrotic skin units per cubic centimeter. In nearly all cases 
there developed high temperatures, which at first were alarming; accompanying 
this rise in temperature there was a chilly, griplike feeling. I have eliminated 
these reactions by beginning with a much smaller dose. I have used toxoid in about 
sixty cases of various types of acne. The best results were obtained in those cases 
in which there were large cystlike infected lesions which resembled acne conglobata. 
This was especially true in girls of ages from about 15 to 25. Certainly in some 
of those cases I have seen definite improvement. In a number of instances, there 
was a recurrence after the injections were discontinued, and then further injections 
of toxoid did not seem to benefit the patient. In another group of dermatoses, 
namely, in eczema with secondary pustulation, small intradermal doses of toxoid 
seemed to be of definite benefit, not only in allaying the pustular eruption but in 
some instances in improving the eczema itself. 

Dr. Frank E. Cross: I have used staphylococcus toxoid (Lederle) in about 
twenty cases. I did not depend entirely on the toxoid and used other methods in 
conjunction with it, but I always had a feeling that I got some help from the 
toxoid. 

Dr. Marion B. SutzperGer: Dr. G. Rubin and I have been experimenting with 
staphylococcus toxoid for about two years. There are certain types of cutaneous 
manifestations in which the use of staphylococcus toxoid seems to be of some 
benefit. First it may be said that our therapeutic results have been rapid and 
excellent in certain cases of acne varioliformis and of folliculitis decalvans. The 
case of sycosis vulgaris presented here tonight, in which the disease resisted all 
other forms of treatment, is one of a group of eight cases. In five of these good 
results were obtained, but only after a lengthy series of injections. The second case 
presented this evening is from another group, consisting of cases of cystic acne in 
mature women. In some of the patients of this group injection of toxoid has 
proved of great value; in fact, I believe it is the treatment of choice in cases of 
persistent involvement. In hidradenitis axillaris toxoid treatment has yielded excel- 
lent results. 

Staphylococcus toxoid has been tried in a good many different types of pyo- 
derma. It has not been satisfactory in furunculosis and in acne vulgaris of 
adolescents. Staphylococcus toxoid must be used carefully. Whether the effect 
is specific or nonspecific I do not know. 


Lichen Planus Sclerosus et Atrophicus (Hallopeau) or Lichen Planus 
Morphoeicus (Crocker). Presented by Dr. Leo Sprecet.. 


MINNESOTA DERMATOLOGICAL SOCIETY 
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Tuberculosis Verrucosa Cutis. Presented by Dr. S. E. Sweitzer and Dr. 
Eimer M. RusteNn, Minneapolis. 


DISCUSSION 


Dr. H. E. Micuerson, Minneapolis: I heartily agree with the diagnosis. The 
Europeans think this condition is a type of tuberculosis of the skin, which usually 
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responds to roentgen therapy. In my own experience electrocoagulation has given 
better results. The incidence of tuberculosis colliquativa of the cervical glands 
in old persons is surprising. In my material on the subject the condition is much 
more prevalent in the aged than in the young. 


Lupus Erythematosus (?). Presented by Dr. D. D. TurNac irr, Minneapolis. 


Lupus Erythematosus. Presented by Dr. S. E. Sweitzer, Minneapolis. 
DISCUSSION 

Dr. HAMILTON MontGoMErRY, Rochester, Minn.: The histologic picture in Dr. 
Turnacliff’s case shows simply a nonspecific type of infiltrate and does not present 
sufficient changes to warrant a diagnosis of lupus erythematosus. 

Clinically and histologically the picture in Dr. Sweitzer’s case is typical of 
lupus erythematosus. 

Dr. L. H. Winer, Minneapolis: When I first looked at the microscopic slides 
in the second case I thought the condition was either lupus erythematosus or 
lymphatic leukemia. Uniformity of the round cell infiltrate and perivascular 
density suggested those possibilities. The condition of the blood and the patient’s 
general condition are not typical of leukemia. For that reason I should diagnose 
the condition as lupus erythematosus. 


Necrobiosis Lipoidica Diabeticorum. Presented by Dr. S. E. Sweitzer, 

Minneapolis. 

L. A., a high school girl aged 18, has had severe diabetes for the past seven 
years and is taking 55 units of protamine insulin daily. She was presented at the 
Dermatological Conference of the Mississippi Valley on Sept. 12, 1936 (ArcH. 
Dermat. & SypH. 35:967 [May] 1937), at which time two separate plaques were 
present on her right leg. Since that time there has been a gradual enlargement 
of both lesions, until they have coalesced to form one plaque. 

Examination of the right leg shows a large slightly depressed plaque, smooth, 
shiny and yellowish, which covers the middle third of the leg. The border of the 
lesion is violaceous, and occasional large scales are present. Numerous telangiec- 
tatic vessels are present in the yellowish areas. Microscopic sections are shown. 


DISCUSSION 
Dr. Cart LaymMon, Minneapolis: There is little to add to previous discussions 
concerning this disease. I believe it has been mentioned that deposits of cholesterol 
were found in the ocular fundi by Urbach. This case is illustrative of the fact that, 
although control of the underlying diabetes does not cause the lesions of necro- 
biosis to disappear, it has some influence on the healing of the ulcers when they 
occur. Trauma was an important factor here, illustrated by the relatively rapid 
healing after the application of an Unna cast. 


Leukaemia Cutis. Presented by Dr. S. E. Sweitzer, Minneapolis. 

Mrs. L., aged 61, states that a slightly elevated erythematous lesion first 
appeared on her scalp in the middle of the summer of 1936. More lesions have 
appeared, and there has been a gradual increase in their extent. The patient’s 
general health has been good, and there has been no loss in weight. In 1932 the 
patient had an enlarged gland removed from the right side of her neck at the Mayo 
Clinic. The diagnosis of the condition was lymphosarcoma, and there was com- 
plete regression of the adenopathy after roentgen therapy. 

Examination of the scalp shows numerous pea-sized bluish red nodules scattered 
throughout the scalp. These are of the consistency of putty. In the occipital part 
of the scalp there is confluence of the nodules to form a plaque. In each parotid 
area is a fixed hard mass about 3 cm. in diameter. The cervical and postoccipital 
lymph nodes are the size of a walnut and hard. 
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The Wassermann reaction was negative. A count made by Dr. Hal Downey 
showed 4,100 leukocytes and 54 per cent lymphocytes. No immature cells were seen. 


DISCUSSION 

Dr. Lours A. BruNnstINnG, Rochester, Minn.: This woman presents a most 
remarkable picture. Of the lymphoblastoma group, lymphosarcoma and true leu- 
kemia offer the most serious prognosis. 

Dr. HAMILTON MontGomery, Rochester, Minn.: This case is extremely inter- 
esting because of the extensive leukemic infiltration in the scalp and because the 
patient was examined at the Mayo Clinic about six years ago, when a diagnosis 
of lymphosarcoma was made on histologic examination of a cervical gland. It is 
unusual for lymphosarcoma to persist as long as this condition has and the histo- 
logic picture of the cutaneous lesions of the scalp is definitely that of lymphatic 
leukemia and not of lymphosarcoma. Occasionally lymphosarcoma starts in the 
skin and may remain confined to it. Low grade lymphosarcoma confined to the 
skin, especially the reticulum cell type and the Spiegler-Fendt sarcoid, may respond 
to irradiation and possibly even be cured. 

Norte.—Review of the sections of the biopsy done at the Mayo Clinic in 1930 
showed low grade lymphosarcoma in which there were remnants of the germinal 
centers and a relative lack of mitotic figures and reticulum cells, so that, in retro- 
spect, a diagnosis of lymphosarcoma of the type of lymphatic leukemia is war- 
ranted. 

Dr. S. E. Sweitzer, Minneapolis: This woman was first seen in January. 
Examination of the blood showed 5,100 white cells and 48 per cent lymphocytes. 
Dr. Downey examined the blood today and found 4,100 white cells and 54 per cent 
lymphocytes. He said he could not make a diagnosis of leukemia from the con- 
dition of the blood, but he was suspicious of his observations because of the high 
percentage of lymphocytes and their increase since the previous examination. 
Examining the lesions under the microscope, Dr. E. T. Bell thought they were 
leukemia; so Dr. Downey felt that a diagnosis of aleukemic leukemia was proper. 


Acrodermatitis Chronica Atrophicans. Presented by Dr. S. E. Sweitzer 
and Dr. L. H. Wrner, Minneapolis. 


J. J.. a man of Scandinavian descent aged 57, presents an erythematous scaly 
eruption, which developed on his elbows in 1935. About three months after this 
he noticed his palms and soles becoming red and pruritic. The eruption gradually 
spread up the legs in a linear fashion to involve the knees and the posterior parts 
of the thighs. For the past year the lesions have remained stationary, and only 
local applications have been used. 

Examination of the skin shows the palms and the soles to be bluish red. 
Extending along the extensor surfaces of the arms are retiform nonelevated simi- 
larly colored lesions which involve the entire elbows. On the elbows silvery scales 
are present. The legs are similarly involved, with erythematous lesions on the 
soles extending up the anterior surfaces to involve the knees. On the posterior 
aspects of the thighs, slightly scaly bluish red retiform lesions extend from the 
popliteal space nearly to the gluteal fold. 

The Rytz-Higgins test for active tuberculosis and the Kahn test gave negative 
results. Microscopic sections are shown. 


Acrodermatitis Chronica Atrophicans. Presented by Dr. S. E. Sweirzer and 
Dr. L. H. WINER, Minneapolis. 

I. B., an unmarried Russian woman aged 30, states that the eruption on her 
legs has been present for four weeks. Prior to the onset, enlarged veins had been 
apparent, and the ankles would swell after she had been standing for a time. Her 
past health has always been good. 
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Examination of the legs shows that the skin of the lower parts of the legs 
and the thighs is shiny and atrophic. A violaceous erythema extends from below 
the knee to the lower part of the thigh. The veins of the leg are apparent, and 
some are enlarged and tortuous. When the skin is picked up it is apparent that 
there is a loss of elasticity and that the epidermis is thin. 

The Rytz-Higgins and the Kahn test gave negative results. Histopathologic 
preparations are shown. 

DISCUSSION 

Dr. HAMILTON MontcGomery, Rochester, Minn.: Dr. Winer showed a slide 
from an earlier biopsy specimen in the first case, which certainly resembled the 
picture of psoriasis, just as the patient's condition, I understand, did at that time. 


Dr. L. H. Winer, Minneapolis: This case was presented a year ago. Opinions 
at that time were divided, parapsoriasis being the diagnosis of one group and 
acrodermatitis that of the other. Histologic sections from the elbow pointed defi- 
nitgly to psoriasis. When the patient came in, early this year, sections from lesions 
on the shin showed definite signs of idiopathic atrophy. The original sections were 
examined, but they showed no idiopathic atrophy. A third biopsy specimen was 
taken, and sections showed idiopathic atrophy. 

Dr. RALPH RAYMOND SULLIVAN, Minneapolis: Both of these cases are espe- 
cially interesting; that of the woman because the picture is typical and that of 
the man because it represents an early, relatively atypical stage. In the latter case 
the linear atrophic band just below the elbow is more suggestive of acrodermatitis 
chronica atrophicans than is the involvement of the feet and the lower parts of the 
legs, there being only slight atrophy and moderate erythema on the dorsal surfaces 
of the feet. Despite the slight degree of change seen grossly, the microscopic 
section from this area shows a marked degree of infiltration and inflammatory 
change, justifying, I believe, the use of the term acrodermatitis as a part of the 
name for this condition. From my own study of a series of similar cases and 
from a review of the literature I agree with Dr. Fred Wise in his contention that 
acrodermatitis chronica atrophicans should be differentiated from idiopathic 
atrophy. It is interesting to note that one of these patients was born in America 
(Wisconsin). The condition does occur in American-born persons, and the factor 
of birthplace should not be used either for or against a diagnosis of acrodermatitis 
chronica atrophicans. In connection with the marked transparency of the veins 
of the leg and the thigh in the woman, it is worth commenting on the fact that 
not infrequently physicians who are not familiar with acrodermatitis mistake such 
veins for varicose veins and make injections into them. The veins are not varicose: 
the valves are adequate, and there is nothing to be gained by injection. 

Dr. S. E. Sweitzer, Minneapolis: Of the two cases presented, the man’s was 
one of early involvement and the woman’s represented the end-product. It is 
interesting to note that specialists in involvements of the veins frequently make 
injections into the veins in similar cases. In my own clinic I have seen patients 
with this condition after they have had injections. Specialists in that field do 
not know that there is such a disease as cutaneous atrophy and probably will never 
learn. 


A Case for Diagnosis. (Gumma? Cellulitis Secondary to Abscessed 
Teeth?). Presented by Dr. S. E. Sweitzer and Dr. Ermer M. RustTEN, 
Minneapolis. 

H. G., a man aged 52, had been well until March 1, 1937, at which time he 
noticed an abrasion of the mucosa of his lower lip and swelling in the submental 
region. This swelling gradually became larger and involved the entire submental 
region and the chin; yet there was no associated pain. The patient stated that he 
had never had a venereal disease. At the time of his admission to the hospital 
on March 20, 1937, the lesion was stony and not tender to palpation. Four intra- 
muscular injections of bismuth subsalicylate, administered as a therapeutic test, 
produced slight regression and softening of the lesion. Two abscessed teeth were 
extracted on March 25, 1937. 
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Examination of the skin shows the chin and the submental area to be involved 
by a bluish red semihard mass, which is not tender to palpation. Neurologic con- 
sultation and examination showed Argyll Robertson pupils, reduced muscle sense 
and perception of pain and absence of knee and ankle reflexes, strongly favoring 
the diagnosis of tabes dorsalis. 

Repeated Kahn and Kline tests gave results of 2 and 3 plus; the Rytz-Higgins 
test showed active tuberculosis, and the Wassermann reaction was negative on 
one occasion and anticomplementary on another. Examination of the spinal fiuid 
showed no abnormality. A section is shown. 


DISCUSSION 

Dr. JoHN F. Mappen, St. Paul: The onset, the duration and the character of 

the lesion and the type of purulent discharge seem to favor a diagnosis of actino- 

mycosis. I think that the lack of response to antisyphilitic treatment would be 
much against this lesion’s being gumma. 


A Case for Diagnosis (Psoriasis?). Presented by Dr. S. E. Sweitzer and 
Dr. Cart LayMon, Minneapolis. 

T. C., a man aged 36, states that a vesiculopustular eruption developed on the 
palms and was followed a short time later by a similar eruption on the feet. The 
eruption has recurred at irregular intervals, and the patient’s hands have never 
been entirely free from it. 

Examination shows the palms to be erythematous, scaly and fissured. The soles 
are similarly but not as severely involved. The finger-nails show slight pitting. 
There is a heavy tenacious scale on the scalp. No other cutaneous lesions are 
apparent. 

Scrapings showed no sign of fungi. The Wassermann reaction was negative. 

A microscopic section is shown. 


A Case for Diagnosis (Keratoderma? Psoriasis?). Presented by Dr. H. E. 
MICHELSON and Dr. Cart Laymon, Minneapolis. 


A. M., a woman aged 46, first noticed trouble with her feet in the summer 
of 1926. At that time she noticed that the soles were thickened, repeatedly scaled 
and became fissured. A year ago her palms likewise thickened and became fissured, 
and at that time she noticed that her finger-nails became elevated. 

Treatment has consisted of local applications and a course of roentgen therapy 
to the palms and the soles during the summer of 1936. Some improvement followed 
the irradiation. 

On the scalp a slight scale is present. There are no cutaneous lesions except on 
the palms and the soles, which are thickened and scaly. There is excessive hyper- 
keratosis of the nail beds. 

The Wassermann, the Kahn and the Kline test were negative. Microscopic 
section is shown. 

DISCUSSION 

Dr. Cart LaymMon, Minneapolis: The latter case has presented both a diagnos- 
tic and a therapeutic problem. At one time several physicians agreed on a diag- 
nosis of psoriasis; later the histologic observations did not seem to be consistent 
with such a diagnosis. The case does not seem to be one of keratoderma climac- 
tericum. Suggestions as to therapy will be especially appreciated. 

Dr. Lourts A. BrunstinG, Rochester, Minn.: In certain cases palmar and 
plantar squamous eczema can be differentiated from psoriasis with great difficulty. 
The involvement of the woman's nails favors the diagnosis of psoriasis in her 
case. Squamous eczema of the palms and the soles is usually seen in obese adults 
and more often in women than in men, and more than one case may appear in the 
same family. Examination of the remainder of the skin will sometimes reveal 
intertrigo of the groins, the axillae and the submammary regions, and there may 
be so-called seborrheic eczema behind the ears. Chemical examinations of the blood 
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shows no uniform changes, but the uric acid content is elevated or at least ranges 
around the upper normal limit; there may be lipemia, and carotene may be present. 
Treatment of the skin is usually not successful until improvement in the general 
physical condition is brought about by a sensible management of the diet and a 
program of moderate exercise. 

Dr. HAMILTON Montcomery, Rochester, Minn.: I agree with Dr. Brunsting 
that the changes in the nails suggest that this case belongs with those of psoriasis. 
In regard to the histopathologic picture, it is often necessary to make many, or 
even serial, sections before typical changes are evident. The histopathologic picture 
of the section presented did not speak against the diagnosis of psoriasis. 


Squamous Cell Carcinoma of the Thigh. Presented by Dr. S. E. Swetrzer 
and Dr. Cart LayMon, Minneapolis. 

A. H., a man aged 71, had been well until one year ago, when a “boil” developed 
on his left thigh and gradually enlarged in spite of various local applications. 

Examination of the left thigh shows a large ulceration measuring 12 by 8 cm., 
the border of which is elevated and rolled. On palpation the border feels extremely 
hard. The inguinal glands are bean sized and hard. 

The Rytz-Higgins and the Kahn test gave negative results. A microscopic 
section is shown. 

DISCUSSION 

Dr. H. E. Micuerson, Minneapolis: It has recently been brought to my atten- 
tion—and I have discussed it with the staff at the George Chase Christian Memorial 
Cancer Institute—that squamous cell cancer in the anal region carries with it a 
poor prognosis. Whether this is because of the nature of the tissue or the lymphatic 
drainage I do not know, but metastasis to the internal organs is common. 

Dr. Cart LAymMon, Minneapolis: The location of the lesion in this case is 
unusual. Owing to the extensive involvement, surgical excision would be difficult. 
Implantation of radium and high voltage roentgen irradiation would constitute 
the therapy of choice, in my opinion. Regardless of the type of treatment, the 
prognosis is unfavorable. 

Dr. HAMILTON MontcoMEry, Rochester, Minn.: I believe this lesion should 
be excised. I should be opposed to the use of high voltage roentgen therapy 
because of the danger of damage and possible erosion of the femoral vessels, which 
occurred in one case that I know of. 

Dr. S. E. Sweitzer, Minneapolis: When we first saw this man we thought 
of carcinoma, granuloma inguinale and blastomycosis. We did not make a diag- 
nosis until we had the report of the biopsy, although we suspected that the lesion 
was carcinoma because it was so hard. 


A Case for Diagnosis (Erythema Annulare Centrifugum? Leukemid?). 
Presented by Dr. F. W. Lyncu, St. Paul. 

A. S., a man aged 31, noticed a ringed eruption on the right hip four years 
ago. Within six months it had extended over both thighs and legs. A small 
number of lesions have been observed on the arms. The individual lesions appear 
suddenly, enlarge for several days and disappear gradually. There has been almost 
no itching. 

Microscopic sections are shown. The Kolmer and the Kline reaction were 
negative. Smears of the blood showed 44 per cent lymphocytes, 52 per cent poly- 
morphonuclears, 3 per cent monocytes and 1 per cent eosinophils. There was a 
predominance of large lymphocytes; the neutrophils showed evidence of degen- 
eration, and occasional reticulo-endothelial cells were seen. There were 11,200 
white cells. The hematologist concluded that the findings were those of a toxic 
reaction. 

DISCUSSION 

Dr. H. E. Micuetson, Minneapolis: I think this condition is a remarkable 

example of erythema annulare centrifugum. For my part, I think of that disease 
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as occurring in either of two general types: (1) that in which the lesions look 
like granuloma annulare and (2) that in which the eruption simulates toxic 
erythema. Nothing is known of the cause of the disease, but dermatologists must 
keep constantly in mind the fact that the condition may be a mere phase in the 
development of another disease, such as mycosis fungoides. 


Cutaneous Ulcers of the Leg, Associated with Ulcerative Colitis. Pre- 
sented by Dr. S. E. Sweitzer, Minneapolis and Dr. F. T. Becker, Minne- 
apolis (by invitation). 

P. G., a woman aged 25, had an attack of diarrhea in June 1933. This lasted 
for eight weeks, and she had several milder attacks afterward. Her present con- 
dition started in November 1936, with abdominal cramps and diarrhea. On Nov. 
15, 1936, she first noticed a large blister on each lower extremity; the blisters 
became larger, broke down and developed into ulcers about 4 cm. in diameter. 
The patient received a high vitamin diet, repeated transfusions and application of 
various wet antiseptic dressings. Her general condition improved, and the ulcers 
practically healed. On Feb. 15, 1937, she complained of severe abdominal pain, 
tever and exacerbation of her diarrhea. Subsequently the ulcers of the legs again 
broke down and gradually became larger, in spite of application of various thera- 
peutic agents. 

Examination shows generalized emaciation. On the lower part of each leg is 
an irregular superficial ulcer extending around and reaching to the upper third of 
the leg. The border is irregular and at frequent intervals the purulent secretion 
is seen to burrow and elevate the skin. 

Roentgen and sigmoidoscopic examination showed the colon to be involved by 
numerous large ulcerations. Roentgenograms of the legs showed no abnormality. 
Cultures of material from the lesions on the legs and of the stools revealed the 
long chain nonhemolytic streptococci. Cultures and examination of the stools 
showed no amebas nor any sign of typhoid, paratyphoid or dysentery. The hemo- 
globin determination by the method of Sahli gave a result of 74 per cent. The 
blood count showed 5,950 white blood cells. The Rytz-Higgins and the Kahn test 
gave negative results. 

A microscopic section is shown. 

DISCUSSION 

Dr. Louts A. BrunstinG, Rochester, Minn.: This combination of cutaneous 
abscesses and liquefying ulcers in association with chronic recurrent ulcerative 
colitis is the same that has been described as pyoderma gangraenosum. The prog- 
nosis in this young woman’s case must indeed be guarded, on account of the 
apparent extensive involvement of the bowel, which is the most fundamental 
disability. Bacteriologic investigations of the bowel and of the cutaneous lesions 
reveal hemolytic streptococci, but treatment of conditions of this type by specific 
measures, such as vaccines and serums, has been discouraging. Injections of any 
type into the skin will often result in the formation of new abscesses, which subse- 
quently ulcerate. Frequent blood transfusions and oral administration of acetarsone 
have been the most helpful forms of treatment. Whatever can be done to build up 
the general resistance is important here, as in any other chronic infectious disease. 

Dr. F. T. Becker, Minneapolis (by invitation): We have been following this 
patient for the past four months. Streptococci were isolated from the cutaneous 
lesions only on anaerobic culture. The organisms were also cultured from the 
bowel. In the French literature numerous reports of good results following treat- 
ment with autogenous vaccine are found. This method has not been tried. At 
present our therapy consists of numerous transfusions. The condition is now 
apparently improving, with the healing of the ulcers. 


Macular Atrophy and Leukoderma. Presented by Dr. S. E. Swerrzer and 
Dr. Cart LayMon, Minneapolis. 
L. M., a woman aged 36, states that her eruption has been present for eleven 
vears and that it followed a generalized eruption. She describes the original lesions 
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as being pustular and accompanied with a total loss of the eyebrows and the 
occipital hair. The next year her gallbladder was removed, and some lesions on 
the vulva were cauterized. She has been married for twelve years and has had 
two children, who are apparently well. She had two miscarriages at about five 
weeks. She states that there has been no venereal infection. The patient has been 
receiving antisyphilitic therapy during the past six months. 

The areas involved by the eruption include the neck, the chest, the abdomen 
to the waist-line, the arms to the wrists and, to a slight extent, the forehead and 
the cheeks. The mouth, the lower part of the abdomen, the buttocks, the legs, 
the hands and the feet are free. The lesions are multiple round slightly atrophic 
achromatic macules varying from 2 to 5 mm. in diameter. 

The Wassermann reaction was negative in 1928. In April 1936 the Wasser- 
mann, the Rytz-Higgins and the Kahn test gave strongly positive results. The 
spinal fluid was normal at that time. A microscopic section is shown. 


Mycosis Fungoides. Presented by Dr. S. E. Sweitzer and Dr. L. H. Winer, 
Minneapolis. 

J. A., a Jew aged 81, was well except for hypertension until November 1936, 
at which time his legs began to itch. The pruritus gradually increased until his 
whole body was involved, and the itching became intolerable. He has used only 
various local applications, which have brought no apparent relief. 

Examination of the skin shows the entire body to be involved. The skin is 
slightly thickened and erythematous and covered by numerous excoriations. Over 
both scapulas, the trochanters and the knees there are slightly elevated erythematous 
plaques, which ooze clear serum. They vary from 2 to 6 cm. in diameter. The 
lymph nodes of the neck and the axillae are small and shotty. Examination of 
the heart shows hypertrophy of the left ventricle, and the blood pressure is 184 
systolic and 106 diastolic. 

The blood count showed 90 per cent hemoglcbin, 9,200 white cells, 66 per 
cent polymorphonuclears, 25 per cent lymphocytes and 9 per cent eosinophils. 
No immature cells were seen. Urinalysis showed a 1 plus reaction for albumin 
and a few hyaline casts. The Rytz-Higgins and the Kahn test gave negative results. 
The nitrogen content of the blood was normal. 

Histopathologic preparations are shown. 


Hemangio-Endothelioma. Presented by Dr. H. E. Micuetson, Minneapolis. 


D. K., a boy aged 8 months, had a large cherry-red tumor on his chin at birth. 
Shortly afterward two similar tumors appeared on the body. These lesions slowly 
enlarged. After the application of solid carbon dioxide to the lesion on the chin, 
many similar tumors developed on the trunk and the extremities. The tumors on 
the chin and the right cheek have been treated by filtered roentgen rays. 

Examination of the skin shows multiple cherry-like tumors of various sizes, 
on the face, the eyelids, the trunk and the extremities. On palpation these lesions 
seem to be of a rubbery consistency. 

A microscopic section is shown. 


DISCUSSION 
Dr. H. E. MicuHetson, Minneapolis: I should like to sound a word of warning. 


When a mother presents a baby because of six or eight birthmarks and more are 
forming right along, be on the lookout for hemangio-endothelioma. 


Morphoea Guttata. Presented by Dr. H. E. Mictetson and Dr. Cart LayMon, 
Minneapolis. 
I. W., a school girl aged 18, first noticed a small white spot on her right forearm 
in March 1936, which gradually enlarged and spread longitudinally. Since the 
date of onset more lesions have formed, and there has been a gradual increase ™ 
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their size. The patient has been well except for irregular menstrual periods since 
the onset of menstruation. 

Examination of the skin shows the extensor surfaces of the right forearm and 
hand, the abdomen and the right thigh to be involved. Over the extensor surface 
of the right forearm the lesions are alabaster-white papules which vary in size 
from that of a pinhead to that of a pea. On the upper part of the forearm, the 
abdomen and the thigh they have coalesced to form irregular plaques, the borders 
of which are violaceous. The mouth and the genitalia are free from lesions. The 
labia minora are underdeveloped, and the genitalia are those of an adolescent girl. 


The Wassermann, the Kahn and the Kline reaction were negative. 


A microscopic section is shown. 
DISCUSSION 

Dr. L. H. Winer, Minneapolis: This condition is on the borderline, clinically 
resembling white spot disease or lichen sclerosus but microscopically showing a 
change more definite and more closely related to scleroderma. The connective tissue 
has proliferative changes and not the homogenization of lichen sclerosus. There 
is no loss of elastic tissue. However, the elastic tissue is fragmented, correspond- 
ing with the picture of scleroderma and not with that of lichen sclerosus, in which 
the elastic tissue in involved areas is wiped out entirely. 

Dr. Louts A. BrunstinG, Rochester, Minn.: On the upper part of the back 
there are discrete atrophic lesions, with central delling or follicular plugs, which 
suggested lichen sclerosus et atrophicus. 

Dr. Cart Laymon, Minneapolis: This case is one of circumscribed scleroderma 
in which both plaques and guttate lesions are present in the same person. Admit- 
ting that differentiation between morphea and lichen sclerosus et atrophicus is 
difficult, I should say that in this instance the histopathologic observations and the 
absence of oral and genital lesions favor the former diagnosis. 

Several cases of this type have been presented at meetings of the society 
during the past few years, and in almost every instance there has been considerable 
argument as to both the clinical and the histologic diagnosis. Even in this case the 
views of Drs. Montgomery and Winer are diametrically opposed. The same dis- 
cussions concerning such cases occur in other societies, but it would seem that 
the members of this group should be able to agree on the subject. 

Dr. HAMILTON MontGomeEry, Rochester, Minn.: The clinical picture suggests 
lichen sclerosus to me. There are definite keratotic plugs, including small lesions 
on the back in the usual areas of predilection for lichen sclerosus. Histologically 
the eruption shows the morphologic picture of lichen sclerosus et atrophicus, includ- 
ing homogenized connective tissue just beneath the epidermis which separates it 
from the elastic tissue but does not destroy the elastic tissue. It is not necessary 
to have a complete band of infiltrate beneath the homogenized connective tissue. 
The sections showed typical keratotic plugging of the hair follicles and not a 
simple hyperkeratotic scaling about the orifice of the follicle, such as may be seen 
in many atrophic conditions. I have observed cases in which both morphea, or 
scleroderma en bandes, and lichen sclerosus et atrophicus occurred in the same 
person. I believe, however, that lichen sclerosus is in all probability a definite 
disease, to be distinguished from lichen planus on the one hand and from various 
forms of scleroderma on the other. 

Dr. H. E. MicHetson, Minneapolis: I think that, in spite of the great amount 
that has been written and said about the so-called white spot diseases, as yet there 
is no real definition of the condition. I think this particular case is one of guttate 
morphea. I do not feel that follicular plugging is of any value in differentiating 
morphea from sclerotic lichen. Certainly it can and does occur in both conditions. 
I think there is more marked atrophy in lichen sclerosus and more scaling in 
Hallopeau’s disease. I believe that the microscopic picture in Hallopeau’s disease 
always shows a fringe of infiltrate, but I am entirely open minded on the subject. 
Maybe some one will clearly define the conditions at some later time. 
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Juxta-Articular Nodules. Presented by Dr. S. E. Sweitzer, Minneapolis. 


Neurofibromatosis. Presented by Dr. S. E. Sweitzer and Dr. Ermer M. 
Rusten, Minneapolis. 


Blastomycosis. Presented by Dr. S. E. Sweitzer and Dr. ELtmMer M. RUSTEN, 
Minneapolis. 


Lymphogranuloma Venereum. Presented by Dr. S. E. Sweitzer and Dkr. 
Eimer M. RusteEN, Minneapolis. 
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Lupus Erythematosus. Presented by Dr. W. H. Guy and Dr. F. M. JaAcos. 


Sarcoid of Boeck. Presented by Dr. Marvin BERNARD GOLDSTEIN, Youngs- 
town, Ohio. 

G. C., a white man aged 53, was first seen in September 1936, when he pre- 
sented lesions on the face, the scalp, the nape and the outer part of the right 
arm. These lesions had been present for four years. There were no serologic 
changes, and the blood count disclosed nothing abnormal. 

The lesions are large round plaquelike scaly erythematous areas. In the early 
stage small nodules are present in the plaques. The nodules flatten, and the plaques 
clear in the center. The lesions are pruritic at first. 

The patient has been treated with solution of potassium arsenite, roentgen 
radiation, bismuth subsalicylate and neoarsphenamine. Endothermy has been used 
in a few lesions. 

This case is presented for therapeutic suggestions. 

DISCUSSION 

Dr. G. J. BusmMAn: The large plaques in the scalp and on the face do not 
suggest sarcoid. 

Dr. Lester HotctanperR: I think this case is one of lupus vulgaris. 

Dr. F. M. Jacos: I should suggest gold therapy and a salt-free diet. 


A Case for Diagnosis (Syphilitic Glossitis? Glossitis Rhombica Mediana?). 
Presented by Dr. JosepnH J. Hecut (from the Falk Clinic of the Pittsburgh 
Medical Center). 

E. A., a white woman aged 54 years, complains of a sore on the tongue of two 
years’ duration. Her first child was stillborn. The next three were below par 
at birth, and all died before they were 1 year of age. The Kahn test was negative, 
and the blood count, including the differential count, showed no abnormality. 

On the center of the tongue is an oval reddish plaque of about 1% by 3% inches 
(4 by 2 cm.). There are some fissuring and occasional burning of the tongue. 
The patient wears an upper and a lower dental plate. 

With treatment with mercury and iodides the condition is improving both 
clinically and subjectively. 

DISCUSSION 
Dr. G. J. BusmMAN: I think this condition is a gastro-intestinal type of glossitis. 
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Erythema Induratum. Presented by Dr. G. J. BusMAN and Dr. Francis ARND 
HEGARTY. 


Mycosis Fungoides. Presented by Dr. Lester Ho_LANpER and Dr. ABRAHAM 

FrsHER, McKeesport, Pa. (from the Pittsburgh Skin and Cancer Foundation). 

N. R., a Negro aged 59, was first seen on April 16, 1932, at which time he 
presented some ringed erythematous lesions on the torso and the extremities. The 
condition resembled erythema multiforme at that time. The lesions were occa- 
sionally itchy. He disappeared from observation and returned for treatment on 
July 15, 1936. He then presented generalized erythema and nodular infiltrations 
of the skin and had pruriginous attacks. The condition improved somewhat with 
fractional doses of roentgen radiation. In September weekly blood transfusions 
were given for four weeks. The itching lessened, but new papules and bullae 
appeared. The itching increased, and on Jan. 9, 1937, the patient was given chaul- 
moogra oil, 30 drops three times per day. By mistake he was given the oil by 
mouth instead of by injection. By March 3, 1937, there was definite improvement, 
and chaulmoogra oil was still being given. 

There are some crusts on the torso and the extremities and many pigmented 
and depigmented areas on the body, at the locations of previous bullae. 

Blood counts have shown from 9.2 to 11.2 per cent eosinophils. 

Histopathologic examination showed mycosis fungoides. 


DISCUSSION 
Dr. F. M. JAcos: I saw this patient five years ago. He then showed a psoriasi- 
form eruption, and there was a question of its being phenolphthalein eruption. 
Mycosis fungoides was suggested. Fungating masses developed later. The condi- 
tion improved when iodides were administered and then became worse. 
Dr. Lester HoLLANpER: I am thankful to Dr. Beinhauer for suggesting the 
use of chaulmoogra oil. 


Mycosis Fungoides. Presented by Dr. Lester HoL_ANper and Dr. ABRAHAM 
FisHER, McKeesport, Pa. (from the Pittsburgh Skin and Cancer Foundation). 

S. L., a white man aged 40, presented himself on March 3, 1937, because of 
a generalized pruriginous exfoliative dermatitis of two months’ duration. The 
patient had a chancre in July 1936 and received eleven intravenous injections. 
Two months ago he returned to Pittsburgh and received two intravenous and two 
intramuscular injections. He then began to notice itching and to feel sensations 
of heat throughout his body. The Kahn, the Hinton and the Wassermann test were 
negative. 

On the torso, the arms, the face, the head and the legs are purplish and 
purplish black infiltrated lesions. There is general adenitis, and the inguinal glands 
are especially involved. 

The pathologic examination shows a picture consistent with the diagnosis of 
mycosis fungoides. 

DISCUSSION 

Dr. G. J. Busman: The patient had a chancre last July and exfoliative der- 
matitis; so syphilis cannot be excluded. 

Dr. Grrarp Francis Paut KENNEY: This picture suggests nodular leprosy 
to me. 

Dr. M. F. Pittter: A man with leprosy who was presented here one year 
ago had an eruption that looked like this one. 

Dr. L. G. BEINHAUER: The histopathologic picture does not suggest syphilis 
or leprosy. 

Dr. Lester HoriAnper: This picture is interesting because there appears to 
be an intermingling of two conditions. 
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A Case for Diagnosis (Pigmentation of the Skin). Presented by Dr. L. G. 
BEINHAUER, 

E. N., a white woman aged 54, consulted me because of hyperpigmentation of 
both eyelids. The patient believes some pigmentation was present in childhood, 
but within the past fifteen years it has become progressively worse. She has had 
“sinus treatments” but was not able to recall the use of mild protein silver. She 
states that there has been no ingestion of silver or of mercury. For years she has 
been using “inecto hair dye’ and Pettitt’s eyelid salve, which contains mercury, 
benzoic acid, zinc and morphine. 

Examination shows a symmetrical macular hyperpigmentation varying from 
yellowish to bluish black on both the upper and the lower eyelids and ectasia along 
the lower eyelids. The margins of the lids are thickened. Definite conjunctivitis 
is present, and there is an icteric tinge to the sclera. The skin of the face pre- 
sents a grayish cast. The skin of the body and the mucous membranes are free 
from pigmentation. 

DISCUSSION 

Dr. Girarp Francis PAuL Kenney: I have used solid carbon dioxide on 
pigmented lesions with gocd results. 

Dr. LestER HOLLANDER: The picture in this case suggests a mercurial dis- 
coloration. Mercury can be detected by the electromicroqualitative method of 
analysis. The mercury is precipitated in the follicles of the skin. I should use 
a mixture of alcohol and iodide, which would cause solution of the mercury and 
improve the color. The pigmented areas might be excised. 


Lupus Erythematosus. Presented by Dr. W. H. Guy and Dr. F. M. Jacos. 


Erythema Induratum. Presented by Dr. G. J. BusMAN and Dr. FRANcIS ARND 
HEGARTY. 





JoserpH J. Hecnt, M.D., President 
May 20, 1937 


ABRAHAM FisuHer, M.D., Secretary 


A Case for Diagnosis (Ulcer of the Lip). Presented by Dr. JoHN Watter 
Barr, Johnstown, Pa. 

M. P., a woman aged 20, presents a deep oval undermined ulcer on the right 
side of the lower lip of seven months’ duration. It is 2.5 cm. in diameter and has 
an irregular floor. There is a seropurulent discharge. 

After a strongly positive serologic reaction was obtained, the patient was given 
ten intravenous injections of neoarsphenamine and two intramuscular injections of 
bismuth subsalicylate by her family physician. 

She has an apparently healthy baby aged 5 months. 


DISCUSSION 
Dr. F. M. Jacos: This ulcer appears to be malignant and a histopathologic 
diagnosis should be made. 
Dr. C. L. Scumitr: The growth may have been accelerated by the arsphen- 
amine. 
Dr. STANLEY CrRAwrorp: It appears to be carcinoma, although actinomycosis 
should be excluded. I should try medication with potassium iodide. 
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Lupus Erythematosus. Presented by Dr. W. H. Guy and Dr. FReperick 

AMSHEL. 

A. M., a man aged 38, presents an erythematous papular eruption, roughly 
round and following the outline of the rims and the nose-piece of his glasses. 
Throughout the lesions are many telangiectatic spots and a few comedones. 

This eruption appeared two years ago, about two or three days after the patient 
wore a pair of yellow sun-glasses with silver rims. It has never entirely dis- 
appeared but does get considerably lighter. 


DISCUSSION 
Dr. Howarp T. Puitties, Wheeling, W. Va.: Lupus erythematcsus of this 
type, following sensitization to light clears without any atrophy. 
Dr. STANLEY CRAWFORD: This condition is the superficial type of lupus ery- 
thematosus that disappears without any mark, especially in young persons. 


Epidermoid Carcinoma and Melanosis of the Forearm. Presented by Dr. 

LESTER HoLLANperR and Dr. C. L. ScuMirr. 

A. K., a woman aged 68, was presented before this society at the May 1934 
meeting (ArcH. Dermat. & SypH. 30:457 [Sept.] 1934). She then presented a 
rectangular patch (6 by 10 cm.) composed of brown and black macules on the 
extensor surface of the left forearm. Within this patch was a firmly fixed dark 
indurated nodule. A similar nodule was present at the margin. 

This patient is presented again to show the result three years after excision 
with a radio knife. 

The histologic examination showed epidermoid carcinoma. 


DISCUSSION 
Dr. F. M. Jacos: A further study of the histcpathologic picture is warranted 
because of the beautiful result shown. 


Multiple Benign Cystic Epithelioma. Presented by Dr. Lester HoL_tanper 
and Dr. ABRAHAM FISHER, McKeesport, Pa. 


F. L., a white youth aged 18, presents symmetrical translucent pearly yellow 
lesions, varying in size from that of a millet to that of a pea and localized in the 
nasolabial folds, and on the upper lip, the nose and the forehead, of five years’ 
duration. Telangiectasia is noted in the larger lesions. 


DISCUSSION 


Dr. STANLEY CRAWFORD: Boeck’s sarcoid must be excluded first. 


A Case for Diagnosis (Ulcus Molle? Granuloma Inguinale?). Presented 
by Dr. LEstER HoLtitAnpderR and Dr. ArtHUR WINFIELD GLICK. 


This man; A. T., presents a punched-out clean shallow nonindurated lesion 
about 1% inches (3 cm.) in diameter on the prepuce and a pea-sized indurated 
lesion in the left coronal sulcus. There is a left inguinal gland the size of a 
small egg, tender and fluctuating. There is slight adenopathy of the right inguinal 
region. 

Results of four dark field examinations, of gland puncture, of a smear for the 
Ducrey bacillus and of smears for Donovan bodies were negative. The Frei test 
gave suggestively positive results. 


DISCUSSION 


Dr. F. M. Jacos: This picture suggests granuloma inguinale, and one should 
find Donovan bodies. 


Dr. Emerson GILLespiec, Canton, Ohio: I think this condition is soft chancre. 
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Dr. BERNARD A, GOLDMANN: The amounts of glandular involvement and of 
suppuration suggest ulcus molle. 

Dr. STANLEY CRAWFORD: The condition is not granuloma inguinale, but I am 
suspicious of lymphcgranuloma venereum. 


Subungual Exostosis. Presented by Dr. Paut Epwarp Zeuruss (for the Der- 
matology Department of the University of Pittsburgh School of Medicine). 


R. N., a white youth aged 18, suffered an injury to his third left toe, the end 
of the toe and part of the nail being cut. The injured part healed uneventfully. 
Four months later the patient complained of a painful pea-sized hard whitish 
nodule under the lateral surface of the nail. Histopathologic examination revealed 
an overgrowth of bone and connective tissue covered with stratified squamous 
epithelium. A roentgenogram showed considerable production of new bone. 


DISCUSSION 
Dr. STANLEY CRAWFORD: This condition may be hypcrkeratosis caused by 
trauma, such as rubbing by a shoe. 
Dr. Paut Epwarp Zeuruss: A condition like this follows trauma, especially 
in women, sometimes occurring even after a foot is stepped on during a dance. 


Mycosis Fungoides. Presented by Dr. Lester HOLLANDER and Dr. ABRAHAM 

FisHer, McKeesport, Pa. (from the Pittsburgh Skin and Cancer Foundation). 

N. R., a Negro aged 59, was presented at the March meeting of this society 
(ArcH. Dermat. & Sypu., this issue, p. 159). He is presented again to show 
the changes that have taken place in the lesions. There are many pruriginous 
scaly infiltrated plaques. On the right thigh there is a fungating process. Atten- 
tion is called to the recurrence of infiltrating lesions in the areas that had previ- 
ously cleared. 


Mycosis Fungoides? Presented by Dr. Lester HoLLANDER and Dr. ABRAHAM 
FisHer, McKeesport, Pa. (from the Pittsburgh Skin and Cancer Foundation). 
S. L., a white man aged 40, was presented at the March meeting of this society 
(ArcH. Dermat. & SyPuH., this issue, p. 159). He is presented again to show 
the transition in the cutaneous process. 
There is now depigmentation in the areas which were previously hyperpig- 
mented. The general health of the patient has improved. 


Lupus Vulgaris. Presented by Dr. Lourts WILLarp. 


A Case for Diagnosis (Gumma? Tuberculosis?). Presented by Dr 
S. R. Perrin. 








Book Reviews 


A Study of the Allergic Metabolism Reaction in Isolated Tissues with 
Special Reference to Allergic Skin Affections. By Gunnar Bostrom 
(from the Dermato-Syphilidologic Clinic of Karolinska Institutet and the 
Department of Tumor Pathology at Radiumhemmet, Stockholm, Sweden). 
Pp. 260. Helsinki, Finland, 1937. 

To read a volume of this sort is refreshing and fills one with enthusiasm. 
Whether the new reaction which the author describes will prove of practical value 
in dermatology is problematic. As the author points out, its determination is at 
present a complicated procedure. However, there is so much of value in this book 
that every dermatologist who is interested in the pathogenesis of cutaneous diseases, 
especially of those which are thought to be based on allergy, should read it. 

The book is divided into two parts. In the first part the auther carefully 
describes in simple and understandable language what he calls the tissue metabolism 
reaction. His test is based primarily on the work of Warburg. It is performed 
by a manometric method for determining the degree of lactic acid formation and 
respiration in isolated slices of tissue. By this method the anaerobic glycolysis 
and the respiration of the slice of tissue are determined, and in some cases the 
aerobic glycolysis as well. The author calls this the metabolism reaction test in 
isolated tissue. By careful experiment and thorough application of logic he proves 
that his metabolism reaction can be considered one of the phenomena of anaphylaxis. 

By Warburg’s manometric method the changes occurring in tissue metabolism 
after the addition of proteins in vitro were investigated in isolated tissue in guinea- 
pigs, rabbits, mice and rats. From his experiments the author concludes : 

1. The tissue metabolism reaction is an expression of the anaphylactic reaction 
which takes place in the isolated tissues on the addition of the specific antigen. 

2. The tissue metabolism reaction provides a quantitative gage of the anaphy- 
lactic reactivity of the tissues. 

3. The experiments constitute weighty evidence in favor of the existence of a 
primary anaphylactic reactivity of the epithelial cells. 

The second part of the book relates to the application of the test to patients 
with allergic diseases of the skin. The author shows that his reaction provides 
an indication of the allergic reactivity in epithelial tissues. A number of different 
allergic conditions in human beings were investigated. Subjects were chosen as 
far as possible so that the allergic condition could be demonstrated by other methods, 
thus allowing a comparison of results. The author expresses the belief that his 
method is suitable especially to the study of local variations in allergic reactivity. 

The author’s investigation included erythema induratum, erythema nodosum, 
lymphogranuloma benignum, syphilis, lymphogranuloma venereum and fungcus 
infections. He drew the following conclusions: 

1. The metabolism reaction observed in isolated slices of skin from allergic 
persons after the addition of the inciting agent is an allergic manifestation of the 
same type as the tissue metabolism reaction in anaphylactic animals. 

2. The metabolism reaction takes place principally in the epithelium and is caused 
mainly by cellular antibodies. The experiments have not given any certain proof 
as to the element of tissue in which the reaction is primarily released: in this con- 
nection there seems to be extensive cocperation between the epithelium and _ the 
vascular apparatus of the skin. 

3. The test provides a quantitative expression of the capacity of the skin for 
allergic reaction and especially for local variations. 

The book opens many new avenues of thought, especially on those diseases of 
the skin in regard to which pricr methods of investigation have carried the problem 
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of pathogenesis to unsatisfactory conclusions. The method is rather complicated 
and requires an established laboratory. It is not a method for the practitioner 
but at present is one for investigators who are interested in the pathogenesis of 
cutaneous diseases and the function of the skin. 

If the author’s findings can be substantiated, he has contributed something 
which may prove as valuable as the Schultz-Dale or the Prausnitz-Kiistner phe- 
nomenon in the investigation of allergic dermatoses. 


Practical Methods in the Diagnosis and Treatment of Venereal Diseases, 
for Medical Practitioners and Students. By David Lees. Third edition, 
revised by Robert Lees, with the following contributors: R. Cranston Low, 
William R. Logan and R. C. L. Batchelor. Price, $5. Pp. 608, with 93 
illustrations. Baltimore: William Wood & Company, 1937. 

Of the 608 pages in this book, 297 are devoted to syphilis, 10 to chancroid, 
phagedena, inguinal bubo and ulcerative conditions of the genitals and 242 to 
gonorrhea. The portion pertaining to gonorrhea is not considered in this review. 

The book is small, the pages containing much less reading matter than those 
of an average textbook. As may be surmised, the chief fault with this book is that 
it is too brief. Neither the medical practitioner nor the student will be able to 
find in this book all that he needs to know, even though the authors have done 
well in treating so briefly such an important subject. Many of the photographic 
illustrations are poor. The work is well presented, and emphasis is placed on each 
phase of the subject in proportion to its importance. 

The Edinburgh group treats the subject of syphilis much as do American 
writers. They are somewhat more optimistic regarding “cure,” as evidenced by 
the statement “If intensive treatment is given in the early sero-negative stage of 
syphilis, practically no case should ever show signs of generalized syphilis or 
become sero-positive, and complete cure can be assured.” Here, again, the brevity 
of the work prevents an adequate explanation of the word “cure.” The author’s 
treatment of syphilis differs from that most commonly used in this country and 
from that advocated by the Cooperative Clinical Group in that the treatment is 
divided into “unit courses.” Each unit course covers a period of ten weeks and 
consists of ten weekly injections of 0.6 Gm. of neoarsphenamine and ten weekly 
injections of 0.3 Gm. of a bismuth preparation (metal in suspension). This dose is 
for men, women receiving proportionately lower doses. A rest interval of four 
weeks is given after each “unit course.” Four unit courses are advised for primary 
syphilis, five for early generalized syphilis and more for late syphilis. 

Appendix II contains a list of clinics for the treatment of venereal diseases and 
is intended for use by hospitals and dispensaries in informing travelers, seamen 
and others where a clinic is available. 











Directory of Dermatologic Societies * 


INTERNATIONAL 
PAN AMERICAN MEpDICAL ASSOCIATION, SECTION OF DERMATOLOGY 
AND SYPHILOLOGY 
Elmore B. Tauber, President, 19 W. 7th St., Cincinnati. 
Austin W. Cheever, Secretary, 49 Bay State Rd., Boston. 


TENTH INTERNATIONAL CONGRESS OF DERMATOLOGY AND SYPHILOLOGY 
Oliver S. Ormsby, President, 25 E. Washington St., Chicago. 
Paul A. O’Leary, Secretary-General, 102—2nd Ave., S. W., Rochester, Minn 
Place: New York. Time: Summer 1940. 


FOREIGN 
BritisH ASSOCIATION OF DERMATOLOGY AND SYPHILOLOGY 
(CANADIAN BRANCH) 
J. J. MeGovern, President, 4005. Dorchester St., Montreal. 
F. L. Boulais, Secretary-Treasurer, 2061 St. Denis St., Montreal. 


Roya Society OF MEDICINE, SECTION OF DERMATOLOGY 


H. W. Barber, President, 7 Devonshire Pl., London, W. 1. 
Louis Forman, Secretary, 7 Devonshire Pl., London, W. 1. 


NATIONAL 
AMERICAN MeEpIcAL ASSOCIATION, SCIENTIFIC ASSEMBLY, SECTION 
ON DERMATOLOGY AND SYPHILOLOGY 
Joseph V. Klauder, Chairman, 1934 Spruce St., Philadelphia. 
J. Bedford Shelmire, Secretary, 1719 Pacific Ave., Dallas, Texas. 
Place: San Francisco. Time: June 13-17, 1938. 


AMERICAN BOARD OF DERMATOLOGY AND SYPHILOLOGY 
Howard Fox, President, 140 E. 54th St., New York. 
C. Guy Lane, Secretary, 416 Marlborough St., Boston. 
Place: San Francisco. Time: June 1938. 


AMERICAN DERMATOLOGICAL ASSOCIATION 
James Herbert Mitchell, President, 25 E. Washington St., Chicago. 
Fred D. Weidman, Secretary, University of Pennsylvania, Philadelphia. 
Place: Del Monte, Calif. Time: June 8-11, 1938. 


Society FOR INVESTIGATIVE DERMATOLOGY 


George M. MacKee, President, 200 W. 59th St., New York. 
S. M. Becker, Secretary, University of Chicago, Department of Medicine, Chicago. 


SECTIONAL 
CENTRAL STATES DERMATOLOGICAL ASSOCIATION 


George H. Belote, President, University Hospital, Ann Arbor, Mich. 
Thomas H. Miller, Secretary-Treasurer, 1305 David Whitney Bldg., Detroit. 


* Secretaries of dermatologic societies are requested to furnish the informa- 
tion necessary for the editor to make this list complete and to keep it up to date. 
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MissIssippl VALLEY DERMATOLOGICAL SOCIETY 


A. H. Conrad, President, 3720 Washington Blvd., St. Louis. 
Roy L. Kile, Secretary-Treasurer, 3720 Washington Blvd., St. Louis. 


New ENGLAND DERMATOLOGICAL SOCIETY 
Fred S. Burns, President, 83 Marlborough St., Boston. 
B. Appel, Secretary, 483 Beacon St., Boston. 


NorTHERN NEw JERSEY DERMATOLOGICAL SOCIETY 
Charles R. Mitchell, President, 311 Broadway, Paterson. 
Louis J. B. LeBel, Secretary, 165 Grant Ave., Nutley. 
Place: Academy of Medicine of Northern New Jersey, Newark. Time: Third 
Tuesday of March, April, October and December. 


SOUTHEASTERN DERMATOLOGICAL ASSOCIATION 


J. L. Kirby-Smith, Chairman, 204 Laura St., Jacksonville, Fla. 
Joseph A. Elliott, Secretary, Professional Bldg., Charlotte, N. C. 


SOUTHERN MEpicAL AssocrATION, SECTION ON DERMATOLOGY 
AND SYPHILOLOGY 
Harry M. Robinson, Chairman, 106 E. Chase St., Baltimore, Md. 
Winston U. Rutledge, Secretary, 332 W. Broadway, Louisville, Ky. 


STATE 
CALIFORNIA MeEpbIcAL ASSOCIATION, SCIENTIFIC ASSEMBLY, DERMATOLOGY 
AND SYPHILOLOGY SECTION 
Stanley O. Chambers, Chairman, 727 W. 7th St., Los Angeles. 
Nelson Paul Anderson, Secretary, 2007 Wilshire Blvd., Los Angeles. 
Place: Pasadena. Time: May 9-12, 1938. 


CONNECTICUT STATE MeEpIcAL Society, SECTION ON DERMATOLOGY 
E. Myles Standish, Chairman, 179 Allyn St., Hartford. 
Albert Levenson, Secretary, 881 Lafayette St., Bridgeport. 
Place: New Haven. Time: May 19, 1938. 


FiLoripA Society OF DERMATOLOGY AND SYPHILOLOGY 
C. A. Andrews, Chairman, 706 Franklin St., Tampa. 
Lauren Sompayrac, Secretary, 204 Laura St., Jacksonville. 
Place: Jacksonville. Time: June 1938. 


LouIsIANA DERMATOLOGICAL SOCIETY 


M. T. Van Studdiford, President, 912 Pere Marquette Bldg., New Orleans. 
R. A. Oriol, Secretary-Treasurer, 921 Canal St., New Orleans. 


MASSACHUSETTS MEDICAL SociETY, SECTION ON DERMATOLOGY AND SYPHILOLCG) 


George A. Dix, President, 6 Ashland St., Worcester. 
J. Harper Blaisdell, Secretary, 45 Bay State Rd., Boston. 


MepIcAL SOCIETY OF THE STATE OF NEW York, SECTION ON 
DERMATOLOGY AND SYPHILOLOGY 
Leo Spiegel, Chairman, 241 W. 100th St., New York. 
Mark Heiman, Secretary, 600 Medical Arts Bldg., Syracuse. 


MEDICAL SOCIETY OF THE STATE OF PENNSYLVANIA 
SECTION ON DERMATOLOGY 
L. G. Beinhauer, Chairman, 5026 Jenkins Arcade Bldg., Pittsburgh. 
V. C. Garner, Secretary, Germantown Professional Bldg., Philadelphia. 
Place: Scranton. Time: October 1938. 











DIRECTORY 


MICHIGAN State Mepicat Society, SECTION ON DERMATOLOGY 
AND SYPHILOLOGY 
G. Warren Hyde, Chairman, 2501 W. Grand Blvd., Detroit 
Ruth Herrick, Secretary, 26 Sheldon Ave., Grand Rapids. 


MINNESOTA DERMATOLOGICAL SOCIETY 
John Madden, President, 350 St. Peter St., St. Paul. 
F. W. Lynch, Secretary-Treasurer, Lowry Medical Arts Bldg., St. Paul. 
Time: First Friday in October, December, February and April. 


OKLAHOMA STATE DERMATOLOGICAL SOCIETY 


Harry Green, President, Medical Arts Bldg., Tulsa. 
M. O. Nelson, Secretary, Medical Arts Bldg., Tulsa. 


TEXAS DERMATOLOGICAL SOCIETY 
Bedford Shelmire, President, 1719 Pacific Ave., Dallas. 
Everett R. Seale, Secretary, 1215 Walker Ave., Houston. 
Place: Galveston. Time: May 9-12, 1938. 


LOCAL 
SALTIMORE-WASHINGTON DERMATOLOGICAL SOCIETY 
Herman E. Kittredge, President, 1835 I St., N. W., Washington, D. C. 
I. Louis Sandler, Secretary, 1835 I St., N. W., Washington, D. C. 
Place: Alternate cities. Time: Third Thursday of each month, 


Bronx DERMATOLOGICAL SOCIETY 

Theodore Rosenthal, President, 115 W. 86th St., New York. 
Henry Silver, Secretary, 290 West End Ave., New York. 
Time: June 1938. 

BrRoOKLYN DERMATOLOGICAL SOCIETY 
David L. Satenstein, President, 57 W. 57th St., New York. 
M. Edward Goebel, Secretary, 842 Union St., Brooklyn. 
Time: Third Monday of each month except June, July, August and September. 


BuFFALO-ROCHESTER DERMATOLOGICAL SOCIETY 
I. J. Arnsson, President 468 Delaware Ave., Buffalo. 
Richard L. Saunders, Secretary, 333 Linwood Ave., Buffalo. 
Place: Buffalo. Time: Jan. 11, 1938. 


CENTRAL NEW YorK DERMATOLOGICAL SOCIETY 
Mark Heiman, President, 713 E. Genesee St., Syracuse. 
Rudolph Ruedemann Jr., Secretary-Treasurer, 256 State St., Albany. 


CHICAGO DERMATOLOGICAL SOCIETY 
Otto H. Foerster, President, 208 N. Wisconsin Ave., Milwaukee. 
Herbert Rattner, Secretary, 25 E. Washington St., Chicago. 
Place: Chicago. Time: Third Wednesday in January 1938. 


CINCINNATI DERMATOLOGICAL SOCIETY 


Leon Goldman, President, Doctors Bldg., Cincinnati. 

George E. Clarke, Secretary-Treasurer, 19 W. 7th St., Cincinnati. 

Place: Cincinnati. Time: First Wednesday of each month, except June 
August and September. 
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CLEVELAND DERMATOLOGICAL SOCIETY 
Claude B. Norris, President, 244 Lincoln Ave., Youngstown, Ohio. 
Clyde L. Cummer, Secretary, 1010 Hanna Bldg., Cleveland. 
Place: Cleveland. Time: May 26, 1938. 


Detroir DERMATOLOGICAL SOCIETY 
George H. Belote, President, University Hospital, Ann Arbor, Mich. 
Thomas H. Miller, Secretary-Treasurer, 1305 David Whitney Bldg., Detroit. 
Place: Detroit. Time: May 1938. 


Los ANGELES DERMATOLOGICAL SOCIETY 
Thomas W. Nisbet, President, 65 N. Madison Ave., Pasadena, Calif. 
C. R. Caskey, Secretary, 1930 Wilshire Blvd., Los Angeles. 
Time: Second Tuesday of each month, October to May, inclusive. 


MANHATTAN DERMATOLOGIC SOCIETY 
Andrew J. Gilmour, Chairman, 121 E. 60th St., New York. 
Anthony C. Cipollaro, Secretary, 40 E. 61st St., New York. 
Place: New York. Time: May 1938. 


MONTREAL DERMATOLOGICAL SOCIETY 


B. Usher, President, 1538 Sherbrooke St., W., Montreal, Canada. 
Paul Poirier, Secretary, 450 Sherbrooke St., E., Montreal, Canada. 


New York AcADEMY OF MEDICINE, SECTION OF 
DERMATOLOGY AND SYPHILIS 
Louis Chargin, Chairman, 1 W. 85th St., New York. 
Harry C. Saunders, Secretary, 159 W. 87th St., New York. 


New YorK DERMATOLOGICAL SOCIETY 


Eugene F. Traub, President, 140 E. 54th St., New York. 
Frank C. Combes, Secretary, 80 W. 40th St., New York. 


OMAHA DERMATOLOGICAL SOCIETY 


Donald J. Wilson, President, 1113 Medical Arts Bldg., Omaha. 
Leonard J. Owen, Secretary-Treasurer, 954 Stuart Bldg., Lincoln. 


PHILADELPHIA DERMATOLOGICAL SOCIETY 
Frank C. Knowles, Chairman, 2035 Spruce St., Philadelphia. 
Thomas Butterworth, Secretary, 411 Walnut St., Reading, Pa. 
Time: Third Friday of each month from September to May, inclusive. 


PITTSBURGH DERMATOLOGICAL SOCIETY 


A. Fisher, President, 530!%4—5th Ave., McKeesport, Pa. 
Francis P. Kenney, Secretary, Westinghouse Bldg., Pittsburgh. 


St. Lours DERMATOLOGICAL SoOcIETY 


A. H. Conrad, President, 3720 Washington Blvd., St. Louis. 
Roy L. Kile, Secretary-Treasurer, 3720 Washington Blvd., St. Louis. 
Place: Barnard Free Skin and Cancer Hospital. Time: 2 p. m., second 


Wednesday of each month. 


San Francisco DERMATOLOGICAL SOCIETY 
Norman Epstein, President, 450 Sutter St., San Francisco. 


H. V. Allington, Secretary, 3115 Webster St., Oakland. 
Place: San Francisco. Time: Third Friday of November 1937. 








